


HIGHLY EFFECTIVE CYCLIC THERAPY 


N RLUTIN 


(norethindrone, Parke-Davis) 


In gynecological disorders amenable to progestational therapy, clinical 
effects of injected progesterone can now be produced by small oral doses 
of NORLUTIN. In amenorrhea, for example, 10-20 mg. daily for 5 days— 
after estrogen priming—will induce “...a prompt temperature rise and 
withdrawal bleeding 24-72 hours after medication is stopped.”! 


CASE SUMMARY’® Amenorrhea of four years’ duration in a 24-year-old married 
woman. A course of 10 mg. NORLUTIN, twice daily for five days, was followed 
after three days by menses. When no spontaneous menstruation occurred during 
the following 35 days, this treatment was repeated and again induced menses. 
Using ethisterone, similar results were unobtainable in this patient. 


INDICATIONS FOR NORLUTIN: Conditions involving deficiency of progesterone such as 
primary and secondary amenorrhea, menstrual irregularity, functional uterine bleeding, 
endocrine infertility, habitual abortion, threatened abortion, premenstrual tension, and 
dysmenorrhea. 


PACKAGING: 5-mg. scored tablets, bottles of 30. 


REFERENCES: (1) Greenblatt, R. H., & Jungck, E. C.: J.A.M.A. 166:1461 (Mar. 22) 1958. (2) Hertz, R.; 
Waite, J. H., & Thomas, L. B.: Proc. Soc. Exper. Biol. & Med. 91:418, 1956. 
A 
+ © al rs 
y 3 
= PARKE, DAVIS & COMPANY + DETROIT 32, MICHIGAN 


8 
~ 
* 


*er” 








BY MOUTH 


progestational agent 


with unexcelled potency 





and unsurpassed efficacy 











why all the fuss 
over potassium? 


Many physicians will recall when safe but 
potent organomercurials were first intro- 
duced. At the time there was considerable 
worry about possible potassium loss. Pa- 
tients were instructed to take foods rich 
in this mineral, and not infrequently potas- 
sium supplements also were advised. After 
enough experience was gained, it became 
evident that only the exceptional case could 
lose enough potassium to be concerned 
about. And with oral organomercurial diu- 


retics this was practically never a problem. 





Why revive the subject now? Because 
clinical experience with nonmercurial diuretics indicates most of them have such a 
specific effect on potassium that with their use very real problems must be faced. Enough 
potassium loss can lead to digitalis toxicity or to a classical overt hypopotassemia. Since a 
fair percentage of cardiacs who receive diuretics are also digitalized, this excess potassium 
excretion is clinically serious. Clinical experience is still too limited with some nonmercurial 
diuretics to say just how often such loss will occur—but warnings already have been 


sounded by some clinical investigators as to the need for potassium supplementation. 


Experience in many patients, for many years, demonstrates that potassium loss is never 


a problem when NEOHYDRIN® is the oral diuretic. And there is no refractoriness to this 


a 


IMSMS 


effective oral organomercurial. 
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Floraquin® 


Whenever a woman complains of vaginal dis- 
charge with pruritus, a trichomonal infection! 
must be suspected. Moniliasis, the second most 
frequent cause? of leukorrhea, often occurs® in 
conjunction with diabetes mellitus, pregnancy 
and estrogen or broad spectrum antibiotic ther- 
apy. Commonly used douches wash away nor- 
mal acid secretions and protective Ddderlein 
bacilli, thus tending to aggravate the problem. 

Floraquin, containing Diodoquin® (diiodo- 
hydroxyquin, U.S.P.), eliminates infection and 
provides boric acid and sugar to restore the 
acidic pH which favors replacement of patho- 
gens by normal Déderlein bacilli. The danger 
of recurrence is thus minimized. 

Pitt reports" consistently good results after 
daily vaginal insufflation of Floraquin powder 
for three to five days, followed by acid douches 
and the daily insertion of Floraquin vaginal tab- 
lets throughout one or two menstrual cycles. 
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Destroys Common Vaginal Pathogens; 
Rebuilds Normal Bacterial Barrier 


Intravaginal Applicator for Improved 


Treatment of Vaginitis— 


This smooth, unbreakable, plastic plunger de- 
vice is designed for simplified insertion of Flora- 
quin tablets by the patient; it places tablets in 
the fornices and thus assures coating of the 
entire vaginal mucosa as the tablets disintegrate. 
A Floraquin applicator is supplied with each 
box of 50 tablets. 

G. D. Searle & Co., Chicago 80, Illinois. Re- 
search in the Service of Medicine. 


—_—— 


1. Davis, C. H.: Trichomonas Vaginalis Infections: A 
Clinical and Experimental Study, J.A.M.A. 157:126 
(Jan. 8) 1955 

2. Pitt, M. B.: Leukorrhea, Causes and Management, 
J.M.A. Alabama 25:182 (Feb.) 1956. 

3. Lang, W. R.: Recent Advances in Vaginitis, Phila- 
delphia Med. 5/:1494 (June 15) 1956. 
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Cancer Comment 





LUNG CANCER AND CHEST X-RAY SURVEYS 
By Joun A. Cowan, M.D. 


Along with a gradually increasing trend in the 
total cancer death rate, the mortality rate for 
cancer of the respiratory system has increased con- 
siderably in the last sixteen years. For every 100.- 
000 people, there were almost three times as many 


curative procedures—pneumonectomy and _lobec- 
tomy depend largely on the early detection and 
rapid identification of lung cancer. Rigler also be- 
lieves that signs appear on the roentgenogram 
nine months and longer before the patient is aware 


RESPIRATORY SYSTEM MORTALITY; CANCER «TUBERCULOSIS 
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people dying of cancer of the respiratory system 
in 1956 (18.8) as in 1940 (6.6). Also cancer 
of the respiratory system has become an increas- 
ingly greater proportion of the total cancer prob- 
lem representing 13.5 per cent of all the cance 
deaths in 1956 as compared with 5.3 per cent in 
1940. At the same time, however, there have 
been noticeable decreases in the death rates due 
to cancer of the stomach and of the uterus. 

One of the major problems in attempts to lower 
the death rate from lung cancer is to find the 
lesions early enough to improve the prognosis. Ac- 
cording to Rigler' the opportunity for detection 
of lung cancer in the curative stage is greate1 
than for cancers of most other sites owing to its 
characteristically slow development, some lung 
cancers remaining asymptomatic and localized for 


a number of years. Chances for success of the 


Dr. Cowan is Director, Division of Tuberculosis and 
Adult Health, Michigan Department of Health and a 
member of the Michigan Cancer Co-ordinating Com- 
mittee. 
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of first symptoms. He is a firm believer in th 
value of x-ray in the diagnosis of this disease and 
states that in only two of 400 cases were symp- 
toms present without roentgenographic evidence 
of disease in the lung. 
is usually made by cytological demonstration of 
cancer cells in sputum or bronchial aspirate, final 
diagnosis by microscopic examination of tissue re- 


Confirmation of diagnosis 


moved through bronchoscope, by percutaneous bi- 
opsy or, if necessary, by exploratory thoracotomy 

At the present time, most efforts to find lung 
cancer in the asymptomatic stage are related to 
x-ray programs. These include the periodic physi- 
cal examination and x-ray program, pre-employ- 
ment x-rays in industry, general hospital admis- 
sion x-rays and the mass chest x-ray surveys of 
the general population. The latter, although car- 
ried out primarily for the detection of early tuber- 
culosis, point up a significant number of suspect 
pulmonary neoplasms. The numerous chest sut 
veys carried out in this country have not been 

Continued on Page 1348 
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AYNEX 


Sulfamethoxypyridazine Lederts 


Only 
One 
4s a tablet 











a 


Infections ' 


Unusual Antibacterial and Anti-infective Properties— More soluble in acid urine’... higher and 
better sustained plasma levels than any other known and useful antibacterial sulfonamide.* 





Unprecedented Low Dosage—Less sulfa for the kidney to cope with . . . yet fully effective. A single 
daily dose of 0.5 to 1.0 Gm. maintains higher plasma levels than 4 to 6 Gm. daily of other sulfona- 
mides—a notable asset in prolonged therapy.? 


Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day, followed by 0.5 Gm. (1 
tablet) every day thereafter, or 1 Gm. every other day for mild to moderate infections. In severe 
infections where prompt, high blood levels are indicated, the initial dose should be 2 Gm. followed 
by 0.5 Gm. every 24 hours. 


KYNEX—WHEREVER SULFA THERAPY IS INDICATED 


Tablets: Each tablet contains 0.5 Gm. (714 grains) of sulfamethoxypyridazine. Bottles of 24 and 100 tablets. 


Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. of sulfamethoxypyridazine. 
Bottle of 4 fl. oz. 


references 


1 Grieble, H.G., and Jackson, G.G.: Prolonged Treatment of Urinary-Tract Infections with Sulfamethoxypyridazine. New England J. Med. 
258:1-7, 1958 


2. Editorial: New England J. Med, 258:48-49, 1958. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York E> 
*Reg. U.S. Pat, Off.  —— 


Octoser, 1958 _ 1347 
Say you saw it in the Journal of the Michigan State Medical Societ) 








CANCER 


LUNG CANCER AND CHEST 
X-RAY SURVEYS 
(Continued from Page 1346) 


successful in finding early cancer of 
the lung. A number of reasons have been pro- 
posed for this: (1) insufficient attention has been 
given to minor details, which often are quite 
apparent in retrospect after the lesion has become 


strikingly 


COMMENT 


forty-five years of age (this is the same group in 
which tuberculosis incidence is high). 


2. If, in the interpretation, sufficient attention 
is given to minor details in the film and, as several 
studies have shown, dual reading is instituted. 


3. If the period of time from noting the origin- 
al suspect lesion to final diagnosis can be signifi- 
cantly shortened. 


CANCER MORTALITY TRENDS 


Michigan 


NUMBER 
1940 1945 1950 1955 


CAUSE 


Respiratory system 


obvious,’ (2) relatively poor participation in such 
surveys by older men,? (3) delayed and unneces- 
sarily long follow-up after the report of the sus- 
pect lesion. 

In 1957, the Michigan Department of Health 
and Detroit City Health Department mobile x-ray 
units took 399,364 70 mm. x-rays, primarily for 
the detection of undiagnosed active tuberculosis. 
Amongst other abnormalities, there were 453 sus- 
pect neoplasms reported, a rate of 1.1 per 1,000 
70 mm. x-rays. Studies made the Michigan 
Department of Health on the follow-up of x-ray 
suspect lesions have shown* that the time lapse 
from the survey film to final diagnosis ranged from 
one to forty-two weeks with an average of twelve 
Such long delays could well make the dif- 
ference between the lesion being resectable or un- 
resectable. In one particular survey of 35,000 
persons, six cases of verified primary bronchogenic 
carcinoma were detected. Of the six, there were 
five in the silent pre-clinical stage at the time their 
x-rays were taken at the mobile units—before they 
would have come to light due to the development 
of symptoms severe enough to prompt the patient 
to seek medical care. It is interesting to note 
that all the verified cases occurred in males over 
forty-five years of age. 

According to O’Keefe,* the percentage of car- 
cinoma found in asymptomatic patients with soli- 
tary nodules in the lungs, varies from 17 to 78 
per cent. The prognosis for cancer, patients with 
this type of lesion is good if treatment is prompt. 
Therefore, delay is dangerous and unwarranted. 


by 


weeks. 


Summary 


It is apparent, from a review of the literature 
and from studies made by the Michigan Depart- 
ment of Health, that mass chest x-rays of the 
general population can make a definite contribu- 
tion to the prognosis for persons with cancer of 
the lung under certain conditions: 


1. If the surveys are pointed at males over 
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Since 


347 549 923 1,318 1,412 


1940 


RATE PER 100,00u 
POPULATION 


1956 1940 1945 1950 1955 1956 


6.6 10.1 145 18.2 18.8 


Bibliography 
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Erythrocin 


against 


staph-, strep- 


and 


pneumococci 


Stearate 


(Erythromycin Stearate, Abbott) 


ndications 

In infections caused by staphylococci, 
streptococci (including enterococci) and 
pneumococci. Also, against organisms 
that have become resistant to other anti- 
biotics. ERYTHROCIN should be used 
where patients are allergic to penicillin or 
other antibacterials. 

dosage: 

Usual adult dose is 250 mg. every six 
hours; for severe infections, usual dose is 
500 mg. every six hours. Child's dose may 
be reduced in proportion to body weight. 
supplied: 

In bottles of 25 and 100 Filmtabs (repre- 
senting 100 and 250 mg. of ERYTHROCIN 
activity). Also, in cinnamon-flavored oral 
suspension; 75-cc. bottles. Each 5-cc. 
teaspoonful represents 100 mg. of 
ERYTHROCIN activity. 


® Filmtab — Film-sealed tablets, Abbott; pat. applied for. 





EY 


in 


antibiotic 
therapy 





Now, after more than six years of extensive 
use, there has not been a single serious 
reaction to ERYTHROCIN. Additionally, the 
often-met problem of resistance has re- 
mained unusually low with ERYTHROCIN. 

Therapeutically, you'll find ERY THROCIN 
highly effective against the majority of coc- 
cal organisms. Where severe viral attacks 
occur, ERYTHROCIN may well be the wea- 


pon to counteract those Abbott 
dangerous complications. 





for those 
penicillin- 


sensitive 
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NOw, IN BOTH pardons: AND ORAL peerengyon patients 

get high | illin V blood levels w 

VK. Note: the chart. Concentrations are thr 2€ 

higher than an equivalent dose of ¢ sium peni- Supplied 


CHING. In Filmtabs, 


COmpPOCILLIN-VK is indicatec 
py. In severe infections, o 
supplemented by parente 
therapy to obtain the-maximum therapeutic 
response. 


ra 


For om Solution, COMPOCILLIN-' 


Indicatior 


Against all silnpsehageile ensitive to oral penicillin 

therapy. For prophylaxis and treatment of complica- 

tions in viral conditions. And as a prophylaxis in 

rheumatic fever and rheumatic heart disease. CompPociLtin-V® Oral Suspension (Ready-Mixed), 
Hydrabamine Penicillin V, Abbott, comes in 40-cc 
and 80-cc. bottles. Each tasty, benane-fie avored 5-cc 
Depending on the severity of the infection, the usual a represents 180 mg. (300,0 

adult dose is 125 to 250 mg. (200,000 to 400,000 units) units) of p illin V. At all Menon 2S. mel bc 
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indications: 


Against a wide range of staphylococcai, 
streptococcal, pneumococcal and 
enterococcal infections. A drug of choice 
for treating serious infections caused by 


organisms that resist all other antibiotics. 
dosage 


Administered intravenously. In pneumo- 
coccal, streptococcal and enterococcal 
infections, a dosage ¢ 
be adequate 
InTections 
mg./Kg. per day. It is recom 
ed thatthe daily dosages be divided 
vo or three equal parts at eight-or 


12-hour intervals. 
SUDDP!1€C 


In vials containing 


wder, representing 


SPONTIN 


(RISTOCETIN, ABBOTT) 
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You and Your Business 





PROPERTY FOR NEW MSMS 
HEADQUARTERS PURCHASED 


The dignified new headquarters building of the 
dynamic Michigan State Medical Society will rise 
on a large wooded site in East Lansing, as a result 
of The Council’s action based on recommendations 
of the Committee on Site. 


and at present the East Lansing Presbyterian 
Church has obtained nearby property for con- 
struction of a church in the near future. 

The elevation of the property is such that the 
MSMS headquarters will be in commanding view 
both to approaching and departing traffic on the 
Lansing-Flint Highway M-78. 

Yamasaki, Leinweber and Associates, Birming- 
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The Committee, chairmanned by Kenneth H. 
Johnson, M.D., Lansing, surveyed all available 
locations in the Lansing area over a period of 
many months. Their final selection met with the 
unanimous approval of The Council and received 
the highest praise from the architects. 

Describing the property, G. B. Saltonstall, M.D., 
new MSMS president, said: 


“The large parcel of land is particularly suited to 
MSMS needs since it is easily accessible to visiting mem- 
bers and yet is within 10 minutes of downtown Lansing. 
Enough land has been secured to provide parking for 
fifty cars and the surrounding land is restricted suffi- 
ciently so that MSMS will be assured of attractive and 
dignified company, architecturally speaking.” 


Fine residential areas surround the new property 
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ham, architects retained by the Michigan State 
Medical Society, praised the location and natural 
topography of the site, pointing out that existing 
trees and ground cover would do much to lend an 
effect of maturity to the new edifice and imme- 
diately endow it with a patina of age normally 
taking years to acquire if transplantings were re- 
quired. 

Minoru Yamasaki, of international renown, is 
most remembered for his recent award-winning de- 
signs including several important contributions to 
the new Wayne State University campus and his 
refreshing plan of the new St. Louis Airport and 
the Reynolds Metals Building, opposite Northland 
in Detroit. 


(Continued on Page 1358) 
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remmenstrual 


" (CHLOROTHIAZIDE) 


FORD, R. V., Rochelle, J.B.111, Handley, C. A., Moyer, J. H. and Spurr, C. L.: 
J.A.M.A. 166:129, Jan. 11, 1958. 


“_ . in premenstrual edema, convenience of therapy points to the selection of 
chlorothiazide, since it is both potent and free from adverse electrolyte 
actions.” In the vast majority of patients, "DIURIL' relieves or prevents the fluid 
“build-up” of the premenstrual syndrome. The onset of relief often occurs 
within two hours following convenient, oral, once-a-day dosage. 'DIURIL' is well 
tolerated, does not interfere with hormonal balance and is continuously 
effective—even on continued daily administration. 


DOSAGE: one 500 mg. tablet "DIURIL' daily—beginning the first morning of 
symptoms and continuing until after onset of menses. For optimal therapy, 
dosage schedule should be adjusted to meet the needs of the individual patient. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'DIURIL' (chlorothiazide); 
bottles of 100 and 1,000. 


Diurit is a trade-mark of Merck & Co., Inc. 


MERCK SHARP & DOHME Division of MERCK & CO., INc., Philadelphia 1, Pa. MOO) 
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GOVERNOR’S STUDY COMMISSION ON 
PREPAID HOSPITAL AND MEDICAL 
CARE PLANS 


Medical services and costs of medical and hos- 
pital care in Michigan were checked in about 
1,000 interviews throughout the state in Septem- 
ber by The University of Michigan. 

Families in twenty-three counties, selected to 
represent a cross-section of the state, were asked 
about their use of medical and hospital services, 
insurance coverage, and unmet medical needs 

Interviews started during the second week of 
September. Counties where interviews were taken 
included: Wayne, Macomb, Oakland, Kent, Ge- 
nesee, Ingham, Eaton, Clinton, Bay, Saginaw, 
Muskegon, Ottawa, Kalamazoo, Jackson, St. Clair. 
St. Joseph, Van Buren, Midland, Huron, Grand 
Traverse, Iosco, Marquette, and Chippewa. 

The study is part of a major analysis of Michi- 
gan hospital and medical economics conducted 
by the University of Michigan Bureau of Hos- 
pital Administration for the Gevernor’s Study 
Commission on Pre-paid Hospital and Medical 
Care Plans. It is directed by Prof. Walter J. 
McNerney, director of the Bureau of Hospital 
Administration, and financed by the Kellogg 
Foundation. 

Families selected for interviews received letters 
from the University of Michigan Survey Research 
Center explaining the purpose of the interviews 
and requesting their co-operation. 


The survey will provide information on the 
health of the entire population, including costs 
of care, amount of insurance coverage, and use 
of medical facilities. This type of information 
is being secured for each member of the families 
interviewed. 


To assure adequate data on aged people and 
those with large medical expenses, extra inter- 
views will be taken with families which include 
someone over sixty-five or someone who has been 
in the hospital during the past twelve months. 

Recommendations for changes in health facili- 
ties and insurance coverage to meet the needs of 
the people more adequately will be based on ana- 
lysis of the survey findings. Results are expected 
to be made public next year. 


SHORT POSTGRADUATE COURSES 


John M. Sheldon, M.D., director of postgradu- 
ate medicine at The University of Michigan 
Medical Center, has announced that seventeen 
short courses will be offered to practicing physi- 
cians during the coming school year. 

This marks the largest and most diversified 
offering in the twenty-seven-year history of the 
program. The courses are held in the Medical 
Center and generally run for three to five days. 

Any licensed physician may participate. Last 


1358 


year, 1,086 doctors attended one or more of the 
postgraduate courses. 

The courses to be offered during the 1958-59 
school year are as follows: 

Anatomy (Thursdays) :. Feb. 12-May 28; Basic 
Sciences: Sept. 28-June 5; Clinical Exercises for 
Practitioners (Wednesdays): Oct. 8-March 4; 
Clinical Internal Medicine (Thursdays): Oct. 2- 
March 5. 

Internal Medicine—Gastroenterology: Nov. 10- 
14; Pulmonary Diseases: March 16-20; Recent 
Advances in Therapeutics: March 23-27; Disease 
of Blood and Blood Forming Organs: March 30- 
April 3; Diseases of the Heart: April 6-10; Elec- 
trocardiographic Diagnosis: April 13-18; Rheuma- 
tology: April 20-24; and Metabolism and En- 
docrinology: April 27-May 1. 

Opthalmology: April 20-22; Otolaryngology: 
April 16-18; Pediatrics, Obstetrics, and Gyne- 
cology: Jan. 26-30; Diagnostic Radiology: April 
6-10; and Clinical use of Radioactive Isotopes: 
as arranged. 


AMA PLANS GROUP PRACTICE ROSTER 
The AMA Council on Medical Service has 


been in the process of compiling information on 
group practices throughout the country and plans 
eventually to publish a directory of these groups. 
To date the council has information on 989 such 
groups in the United States, Hawaii, and Canada. 
Verification sheets have been sent out to those 
groups already on file. 

Physicians who practice in groups of two or 
more—who have not received a check sheet 
are invited to send the following information to 
the council: group practice name, address, office 
building (indicate whether rented or owned), 
number of physicians, and the specialties repre- 
sented. 


UNIVERSITY HOSPITAL, MEDICAL AND 
SURGICAL TRENDS 

Hospital patients are taking more medicine, 
having fewer surgical operations and more babies, 
and are staying in the hospital a shorter length 
of time. 

That is the sum of a report just released by The 
University of Michigan Medical Center on_ its 
activities during the fiscal year ending June 30. 

Albert C. Kerlikowske, M.D., director, an- 
nounced that the average length of stay of patients 
admitted to the U-M hospital reached a new low 
of 11.8 days. This compares with 12.23 days the 
previous year, and an average of 16.25 days ten 
years ago. 

The total number of patients also declined 
slightly. During the year just ended, 20,487 per- 
sons entered the University Hospital compared 
with 20,963 last year. 

Dr. Kerlikowske attributed the reduction in 
length-of-stay to rapid advancements in medical 


(Continued on Page 1362) 
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WV Vsal-lan the bronchial tree 
has too much bark” 


make cough MORE PRODUCTIVE, 
LESS DESTRUCTIVE 


“Significantly superior'’? cough therapy for ‘‘markedly’”’ 
reducing the severity and frequency of coughing, for 
increasing respiratory tract fluid,! for making sput@m 
easier to raise,? and for relieving respiratory discomfort.* 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 


Ethical Pharmaceuticals of Merit since 1878 


References: 

1, Blanchard, K., and Ford, R. A.: 
Clin. Med. 3:961, 1956. 2. Cass, L. J., 
and Frederik, W. S.: 2:844, 1951. 
3. Hayes, R. W., and Jacobs, L. S.: 
Dis. Chest 30:441, 1956. 4. Schwartz, 
E., Levin, L., Leibowitz, H., and 
McGinn, J. P.: Am. Pract. & Digest 
Treat. 7:585, 1956. 
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Antitussive-Demulcent-Expectorant: 
Glycery! guaiacolate 100 mg. and desoxyephedrine hydrochloride 1 mg. per 5 cc. 


ROBITUSSIN A-C 


Robitussin with Antihistamine and Codeine: Same formula as Robitussin, plus 
prophenpyridamine maleate 7.5 mg. and codeine phosphate 10 mg. per 5 cc. (Exempt narcotic) 
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more potent and comprehensive treatment 
than salicylate alone 
. assured anti-inflammatory effect of low-dosage 
corticosteroid’ . . . additive antirheumatic action of 
corticosteroid plus salicylate** brings rapid pain 
relief; aids restoration of function . . . wide range 
of application including the entire fibrositis syn- 
drome as well as early or mild rheumatoid arthritis 


more conservative and manageable than full- 
dosage corticosteroid therapy— 


. much less likelihood of treatment-interrupting 
side effects'’® . . . reduces possibility of residual 
injury... simple, flexible dosage schedule 


THERAPY SHOULD BE INDIVIDUALIZED 

acute conditions: Two or three tablets four times daily. After 
desired response is obtained, gradually reduce daily dosage 
and then discontinue 


subacute or chronic conditions: Initially as above. When sat- 
isfactory control is obtained, gradually reduce the daily 
dosage to minimum effective maintenance level. For best 
results administer after meals and at bedtime. 


precautions: Because siGMAGEN contains prednisone, the 
same precautions and contraindications observed with this 
steroid apply also to the use of SiGMAGEN 


—_ 


in 


any 
: case 
it calls for 


® 


'd-salicylate Pp tablets 


Composition 

METICORTEN® (prednisone) 0.75 meg. 
Acetylsalicylic acid 325 mg. 
Aluminum hydroxide 75 me 
Ascorbic acid 20 mg. 


Packaging: siamacen Tablets, botties of 100 and 1000. 
References: 1. Spies, T. D., et al.: J.A.M.A. 159:645, 
1955. 2. Spies, T. D., et al.: Postgrad. Med. 17:1, 1955. 
3. Gelli, G.. and Della Santa, L.: Minerva Pediat. 
7:1456, 1955. 4. Guerra, F.: Fed. Proc. 12:326, 1953. 
5. Busse, E. A.: Clin. Med. 2:1108, 1955. 6. Sticker, 
R. B.: Panel Discussion, Ohio State M. J. 52:1037, 1956. 
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YOU AND YOUR BUSINESS 


UNIVERSITY HOSPITAL, MEDICAL 
AND SURGICAL TRENDS 


(Continued from Page 1358) 


science. “New drugs, faster diagnoses and im- 
proved methods of treatment enable modern medi- 
mine to speed cures for patients.” 

As to the drop in total number of patients, 
the hospital director said this, too, could reflect 
general advances in the medical field. “But partly 
it seems to result from the economic slowdown 
in the metropolitan Detroit area and in Michi- 
gan in general.” 

Patients served by the University Medical Cen- 
ter are referred by doctors throughout the state. 

Physical changes in the Medical Center during 
the past year were also listed. They include: the 
addition of a patient's chapel completed in time 
for services Christmas Day; a new kitchen capable 
of serving up to 10,000 meals daily to patients and 
staff; a Poison Information Service for emergency 
consultation by doctors in the state; and remodel- 
ing of the Heart Station, main lobby and patients’ 
rooms. 

Other figures in the annual report show that: 


241,446 days of patient care were given during 
the year, 

57,458 X-rays were taken, 

201,715 patients were seen in the Outpatient Clinics. 


Slightly more than 3,000 employes were needed 


to provide the varied professional and other serv- 
ices required in the hospital. 


CLINICAL CONFERENCES 


One of the most valuable medical courses of- 
fered at The University of Michigan draws hun- 
dreds of students each year, although it carries 
no academic credit and has never appeared in 
university catalogs. 

It is a large-scale outgrowth of the traditional 
clinical conference held in hospitals and clinics 
everywhere. Once a week the doctors get togethe: 
to discuss current cases, treatments and techniques. 

At the University of Michigan Medical Center 
there are more than 140 such meetings each week. 
Most of them are open to any physician who 
visits the campus and who has a professional in- 
terest in the topic under consideration. Through- 
out the year, hundreds of such visitors—no ac- 
curate count has ever been kept—attend, and 
share in the discussions. 

Often the visitors come from foreign nations, 
although the greatest number live in various parts 
of Michigan. 

Arrangements for professional visitors to attend 
these clinical conferences are usually made by D1 
John M. Sheldon, director of the Department of 
Postgraduate Medicine. “The conferences,” he 
explained, “are held in every department of the 
University of Michigan Medical Center, and have 


1362 


a measurable and direct benefit for each in- 
dividual patient.” 

Dr. C. Thomas Flotte, assistant professor of 
surgery at the University of Michigan Medical 
Center, has prepared a brochure to describe this 
extra-curricula course in more detail, which was 
mailed in September to doctors throughout Michi- 
gan to provide them with a list of events and a 
brief description of each meeting. 

Michigan doctors may also obtain a weekly 
calendar of the meetings which is prepared and 
distributed by the Health Science Relations office 
at the Medical Center. 

Other services offered physicians by the Uni- 
versity of Michigan Department of Postgraduate 
Medicine include a lecture series given at seven- 
teen teaching centers in the state, a variety of 
on-campus refresher courses, and a teaching ex- 
change program with seventeen affiliated hospitals 
in lower Michigan. 


NON-SERVICE-CONNECTED 


“Elimination of pensions for veterans with non- 
service-connected disabilities could save about $1.1 
billion a year,” says the Chamber of Commerce of 
the United States in its Washington Report of 
August 8, 1958. 


“Reduction of government hospital care for this classi- 
fication likewise would yield big savings. For instance, a 
new study shows that the cost for such patients is three 
times that for persons in a private hospital. Average stay 
in a private hospital is about seven days. In a govern- 
ment hospital, the typical veteran with a non-service- 
connected disability stays about thirty days. 

“Additional savings could be effected by a clear defini- 
tion of ‘service-connected’ disabilities. The present defini- 
tion is often construed to include infirmities in no way 
resulting from performance of official duties. 

“Tt was for such reasons that the Chamber last week 
called for re-evaluation of the hospital program in a 
statement to the House Veterans’ Affairs Committee. 

“The Chamber pointed out that a recent survey indi- 
cates that most veterans don’t approve of pensions and 
hospital care for non-service-connected ailments. Veter- 
ans are taxpayers, too.” 


HIGHLIGHTS OF EXECUTIVE 
COMMITTEE OF THE COUNCIL 


Meeting of August 20, 1958 


@ Final Report on Seal of Assurance Plan indi- 
dicated that the percentage of M.D. participa- 
tion based on active plus life and emeritus mem- 
bers had reached as of August 18, 1958, a total 
of 65.5 per cent. Based on active members only, 
the percentage is 68.8 per cent. 

Medicare, Jay C. Ketchum, Executive Vice 
President of Michigan Medical Service reported 
on Washington, D. C., meeting of August 8 and 
changes in regulations made by Medicare offi- 
cials including certain restrictions and cutbacks. 
The Council urged the American Medical Asso- 
ciation to call an immediate meeting of all states 
(Continued on Page 1364) 
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NEW DOVETAILED THERAPY COMBINES IN ONE TABLET 


prolonged relief from 
anxiety and tension with 


MILTOWN’ = 


The original meprobamate, 
discovered and introduced 
by Wallace Laboratories 


sustained coronary 
vasodilation with 


PEIN 


pentaerythritol tetranitrate 
a leading, 
long-acting nitrate 


“In diagnosis and treatment [of cardiovascular diseases] ...the physician 
must deal with both the emotional and physical components of the problem 


simultaneously.’ 


The addition of Miltown to PETN, as in Miltrate,“‘...appears to be more effective 
than [PETN] alone in the control of coronary insufficiency and angina pectoris.’’? 


Miltrate is recommended for prevention of angina attacks, not for relief of acute attacks. 


Supplied: Bottles of 50 tablets. 


Each tablet contains: 200 mg. Miltown + 10 mg. pentaerythritol tetranitrate. 
Usual dosage: 1 or 2 tablets q.i.d. before meals and at bedtime. 


Dosage should be individualized. 


1. Friedlander, H. S.: The role of ataraxics in cardiology. Am. J. Card. 1:395, March 1958. 
2. Shapiro, S.: Observations on the use of meprobamate in cardiovascular disorders. Angiology 8 :504, Dec. 1957. 


<< 
Pa \X/° WALLACE LABORATORIES, New Brunswick, N.J. 
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YOU AND YOUR BUSINESS 


HIGHLIGHTS OF THE COUNCIL 
(Continued from Page 1362) 


for the purpose of establishing a unified policy 
on Medicare. 

@ Resignation of Councilor J. F. Beer, M.D., St. 
Clair, due to illness. The resignation of the 
Councilor of the Seventh District was accepted 
with deep regret, effective September 28. 

@ A. Hazen Price, M.D., Detroit, was selected 
as MSMS representative to the AMA Planning 
Conference on Medical Society Action in the 
Field of Aging, in Chicago, September 13-14; 
D. F. Kudner, M.D., Chairman of the Commit- 
tee on Occupational Medicine was selected 
MSMS representative to the 19th Annual Con- 
gress on Occupational Medicine in Cincinnati, 
February 16-17-18, 1959. 

@ President-Elect G. B. Saltonstall, M.D., Char- 
levoix, presented personnel of new Committee 
on Diabetes authorized by The Council at its 
July 1958 Session: W. M. LeFevre, M.D., Chair- 
man, Muskegon; J. B. Rowe, M.D., Flint; G. W. 
Slagle, M.D., Battle Creek; H. F. Van Ark, 
M.D., Eaton Rapids; K. K. Vining, Jr., M.D., 
Grand Rapids; R. D. Warnke, M.D., Kalama- 
zoo; H. L. Woodburne, M.D., Bay City; R. E 
Wunsch, M.D., Grosse Pointe. 

@ Henry Hosmer, Detroit, was appointed as Con- 
sultant to the Medical Care Insurance Commit 
tee, and a special selection committee was ap- 
pointed for the employment of a permanent sec- 
retary to MCIC. 

®@ List of prospective exhibitors for 1959 Michigan 
Clinical Institute was approved by the Executive 
Committee. 

@ Frank B. Walker, II, M.D., Detroit, was elected 
an Associate member of MSMS. 

@ Correspondence from the Michigan Society of 
Internal Medicine and the Committee for Evalu- 
ation of Michigan Medical Service was given 
consideration. 

@ Michigan Academy of General Practice An- 


nual Fall Postgraduate Clinic, Detroit, Novem- 
ber 12-13 and use of MSMS Addressograph 
were approved. 

@ Legal Counsel Lester P. Dodd, Detroit, pre 
sented progress report on New MSMS head- 
quarters site. 


@ Public Relations Council reported on publicity 
and arrangements for the hour-long TV show 
preceding Annual Session—scheduled over sta- 
tion WJBK-TV Sunday, September 28, 5:50 
p.m. on the subject: “Family Doctor.” Also re- 
ported was the Annual Session press dinne1 
scheduled for Detroit, September 24 at which 
some 50 science writers, radio, and _ television 
executives have accepted invitations to b 
present. 

@ Committee reports given consideration were 
a) Veneral Disease Control Committee, meet 
ing of August 7, (b) Courses on Medical Eco- 
nomics and Ethics, August 13, (c) Public Rela- 
tions Committee, August 17. 

@ A vote of thanks was extended to W. B. Harm, 


f 


M.D., for many vears of service as a member o! 
The Council; his term is expiring 

The hospitality of Dr. and Mrs. G. B. Salton- 
stall was recognized by a rising vote of thanks 


UNIVERSITY OF MICHIGAN ENROLLMENT 


The University of Michigan had a total of 47,708 
students enrolled during academic year 1957-58. 

According to the Office of Registration and Records, 
this figure represents the number of individuals attend- 
ing the University during the fall and spring semester 
and summer session. Although a student may have 
been enrolled more than once during that period of 
time, he was only counted once in the total 

This is an increase of 515 from the 1956-57 total 
enrollment of 47,193. 

Of the 47.708 students attending last year, 26,509 
were Michigan residents. 

Following is a list of the ten counties sending the 
most students to the Ann Arbor campus: Wayne, 6,874; 
Washtenaw, 4,243; Oakland, 2.423: Genesee, 2,032: 
Kent, 1,804: Saginaw, 694: Macomb, 637: Muskegon, 
501; Jackson, 468; and Calhoun, 441 


MEDICAL MEETINGS AND CLINIC DAYS 


1958 


Autumn 
Nov. 12-13 


MSMS Postgraduate Extramural 
Michigan Academy of General 


Courses 
Practice—12th Annual 


Statewide 


Fall Postgraduate Clinic, Sheraton-Cadillac Hotel Detroit 
Dec. 2-5 AMA Clinical Session Minneapolis 
1959 
Jan. 28-30 Annual Meeting of the MSMS Council, Sheraton- 

Cadillac Hotel Detroit 
Jan. 30-31 MSMS County Secretaries-Public Relations Seminar, 
Feb. 1 Sheraton-Cadillac Hotel Detroit 
Feb. 11 Maternal Health Day Flint 
March 11-13 Michigan Clinical Institute, Sheraton-Cadillac Hotel Detroit 


Spring MSMS Postgraduate Extramural 
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Formulas for dependable relief... 


* 











...from pain of muscle and joint origin, simple headache, neuralgia, 


and the symptoms of the common cold. 


‘TABLOID’ 


EMPIRIN COMPOUND 


Acetophenetidin 


a Aspirin (Acetylsalicylic Acid) 


...from mild pain complicated by tension and restlessness. 


i ® 
. 
Phenobarbital 
Acetophenetidin 
Aspirin (Acetylsalicylic Acid) 


*Subject to Federal Narcotic Regulations 


| EE ee rae See & 








ANSWERING DOCTORS’ QUESTIONS... 


about the SANBORN Model 300 Visette electrocardiograph 


The text and pictures in this new 12-page booklet tell the story 
of the Sanborn Visette ECG in a unique way: as answers to 
actual questions asked by hundreds of doctors — at medical con- 
ventions, in correspondence, in conversations with Sanborn 
people. Many of these questions are probably ones you might 
also ask, to get a clear picture of just how a Visette might fit 
into your own practice and diagnostic procedures. Here are 
facts you can use, presented from the doctor’s point of view. 
, On simplicity and ease of Visette operation, for example, the 


booklet pictures and describes such features as automatic stylus 
stabilization, as leads are switched; pushbutton grounding; 
automatic shut-off when the cover is closed; quick, jam-proof 
paper loading, in seconds. And graphic proof of true portability 
— that allows you to take a Visette on any call is dramati- 
cally illustrated by the Visette’s 18 pound weight and “brief 
case’ size. Your nurse or technician can carry a Visette as 
easily as a portable typewriter, and this modern ’cardiograph 
takes the same space on her desk as a letterhead! 


Your colleagues’ questions — answered by those who designed 
and built this first truly portable ECG — can have special 
value to you. Send for your copy of this useful booklet now. 
And when you would like a Visette demonstration in your own 
office, or details of the no-obligation, 15-day Trial Plan, call 
the Sanborn representative in your area. 


The familiar Model 51 Viso Cardiette—in Ss A N B oO R N Cc oO M P A N Y 


use today throughout the world — is avail- 


able os alwoys. This larger, heavier (34 Ib.) MEDICAL DIVISION 


instrument is the ‘office standard’ in thou- 175 WYMAN STREET, WALTHAM 54, MASS. 
sands of practices. Price $785 delivered. 


Derroir Branch Office 13136 Puritan Ave., University 4-6336, 4-6337 
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CHLOROTHIAZIDE 


FINNERTY, F. A., Buchholz, J. H. and Tuckman, J.: J.A.M.A. 166:141, 
Jan. 11, 1958. 


DIURIL (Chlorothiazide) given alone to 85 patients, “. . . caused an excellent 
diuresis, with reduction of edema, weight, blood pressure, and albuminuria. ... 

The average effective dose was found to be 1 Gm. per day by mouth. . . . The usually 
excellent response coupled with the absence of significant toxicity and lack of 
development of drug resistance makes chlorothiazide ideal for the prevention 

and treatment of toxemia.” 


DOSAGE: one or two 500 mg. tablets of DIURIL once or twice a day. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DIURIL (chlorothiazide); 
bottles of 100 and 1,000. 


Divrit is a trademark of Merck & Co., fac 


©1958 Merck & Co., Inc 


MERCK SHARP & DOHME Division of MERCK & CO., INC., Philadelphia 1, Pa. €> 
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Polio Group Announces. Ylame Change 
with Expanded Program 


On July 22, 1958, the National Foundation for 
Infantile Paralysis announced through the medi- 
um of a closed circuit telecast—in fifty-five majo 
cities of this country, its intention of entering a 
variety of medical fields, including Arthritis and 
Rheumatism. The announcement also included 
the fact that the name of “National Foundation 
for Infantile Paralysis” was going to be dropped 
and that a new and much more inclusive title 
would be assumed, namely, “National Founda- 
tion.” 

It was originally planned to have this national 
telecast include a further announcement—that the 
National Foundation for Infantile Paralysis would 
assimilate the Arthritis and Rheumatism Founda- 
tion in its new program, and that all of the re- 
search, education and patient care activities of 
the Arthritis and Rheumatism Foundation and its 
Chapters would be taken over by the new Na- 
tional Foundation under the undaunted leadership 
of Mr. Basil O’Connor, President of the NFIP 
and one-time law partner of Franklin D. Roose- 
velt. 

Mr. O'Connor was previously associated with 
the American Red Cross and his main claim to 
distinction has been in the field of fund-raising, 
entirely outside of and divorced from the field 
of Community Fund type of solicitation. Mr. 
O’Connor does not believe in Community Chests, 
Red Feather or United Fund types of community 
solicitation because it has always been to his ad- 
vantage to direct the campaign for Polio funds 
as a distinct and separate appeal in January of 
each year. The emotional appeal of the disease 
“Polio” had been developed to such a point that 
the NFIP was able to collect 67 million dollars 
during their peak year, which was raised through 
the dedicated efforts of the members of its 3,100 
county fund-raising chapters. 

During the past few years, however, the income 
from public solicitation has dwindled down to 
35 million in 1958, and it was obvious that the 
Polio group would have to disband or develop an 
interest in other diseases—to maintain their staff 
of over a thousand employes—including O’Connor 

in a permanent state of employment. Although 
the development of the Polio vaccine caused a 
marked decrease in campaign income, the in- 
creased acceptance and national popularity of 
United Fund type of solicitation having one cam- 
paign yearly for all organizations, was probably 
another cause for this greatly decreased income 
of the Polio Foundation. ; 

For several months before the date of this na- 
tional telecast announcement of the NFIP, there 
had been numerous informal discussions between 
Floyd Odlum, President of the Arthritis Founda- 
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tion, and Mr. O’Connor of the Polio Foundation 
There had been rumors that the Polio group were 
seeking new fields to conquer and were focusing 
their attention on Arthritis and Rheumatism as 
a “natural” for public appeal for funds. 

Mr. Odlum of the Arthritis Foundation con- 
sulted with Mr. O’Connor concerning the obvious 
possibility of their being two organizations in the 
same medical field, which naturally means that 
there would be national public solicitation by two 
individual groups for the same disease. Mr. O’- 
Connor informed Mr. Odlum that diseases are 
not the personal property of any one group, and 
that it really did not make any difference whether 
the Arthritis Foundation wished to merge with the 
Polio group or not—because the NFIP had al- 
ready decided to announce their intent to ente1 
the field of Arthritis—and that they were going 
to focus their attention only on childhood arthrit 
ics and rheumatics. This move was made ob- 
viously to retain the emotional appeal of child- 
hood for fund-raising purposes. Since juvenile 
arthritics comprise only about 4 per cent of the 
total number of arthritics, Mr. O’Connor will be 
using this 4 per cent of the total problem to ex- 
tract money from a public which is already reach 
ing a saturation point in relation to public solicita- 
tion drives. 


A number of the officers of the Arthritis Foun- 
dation became sympathetic to Mr. O’Connor’s 
plans because he indicated graciously that he 
might even continue to assist financially the 
present research projects already in operation by 
the Arthritis Foundation, but the decision on this 
point would have to be brought to the attention 
of his board “after” the merger. The Polio Foun- 
dation has never had any Doctors of Medicine 
on its national board that directs its policies of ad- 
ministration, and Mr. O’Connor stated that if there 
were to be a merger of these two Foundations. 
there still would not be any doctors on his board 


Floyd Odlum of the Arthritis Foundation stated 
in a letter dated June 10, 1958 to Mr. O'Connor, 
“Tnclusion of Medical members as voting members 
of our Chapter boards and on our National board 
of directors has been eminently satisfactory and 
has strengthened our organization. It seems to 
us unfortunate that the policies of the Polio Foun- 
dation and also your New ‘National Foundation’ 
do not provide for some Medical members on the 
governing board.” 

Mr. O’Connor’s efforts in attempting to direct 
polio vaccination on a national scale is recalled 
because of the unsuccessful methods of distribu- 
tion of the vaccine and because of the national 


(Continued on Page 1370) 
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ACHROCIDIN 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND | 


A versatile, well-balanced formula for treating common 
upper respiratory infections, particularly during respira- 
tory epidemics; when bacterial complications are ob- 
served or are likely; when patient's history is positive 
for recurrent otitic, pulmonary, nephritic, or rheumatic 
involvement. 


CHECKS SyMpToMs: Includes traditional components for 
rapid relief of the traditional nonspecific nasopharyn- 
gitis, symptoms of malaise, chilly sensations, inconstant 
low-grade fever, headache, muscular pain, pharyngeal 
and nasal discharge. 

Available on prescription only. 

Adult dosage for ACHRocIDIN Tablets and new caffeine- 
free ACHROCIDIN Syrup is two tablets or teaspoonfuls of 
syrup three or four times daily. Dosage for children ac- 
cording to weight and age. 


-adenitis 
+ sinusitis 
- otitis 


+ bronchitis 


+ pneumonitis 


> 


prevents the 


TABLETS (sugar coated) 
Each Tablet contains 
ACHROMYCIN 
Phenacetin 
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Salicylamide 
Chlorothen Citrate 
Bottles of 24 and 100 


SYRUP (lemon-lime flavored) 


Each teaspoonful (5 c« 


Tetracycline 


) contains: 

ACHROMYCIN Tetracycline 
equivalent to tetracycline HCl 

Phenacetin 

Salicylamide 

Ascorbic Acid (C) 

Pyrilamine Maleate 

Methylparaben 

Propylparaben 

Bottle of 4 oz 
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POLIO GROUP ANNOUNCES NAME CHANGE 


(Continued from Page 1368) 


confusion resulting from policies established by 
Mr. O’Connor’s non-medical governing board. 

At a meeting held in San Francisco June 22 
of this year, the Medical Directors of all of the 
50 chapters of the Arthritis Foundation took 
definitive action against any merger with the Polio 
Foundation and suggested that the National Ar- 
thritis and Rheumatism Foundation expand its 
present program and continue its activities of 
research, education and patient care. 

At a meeting in New York City on July 16 
of the lay and medical representatives of the 
Arthritis Chapters, approximately 80 per cent 
voted an unqualified “No” in relation to the pro- 
posed merger, assimilation or amalgamation. Mr. 
O’Connor was invited to this meeting, but stated 
that there could be no particular reason for his 
attendance as he had already stated his position, 
and further, did not send an official representative 
to this meeting. A premature newspaper an- 
nouncement of the merger between the two Foun- 
dations emanated from Chicago, July 6, but Mr 
O’Connor denied that was “planted” so as to fore- 
stall any opposition to the merger. 

Through Basil O’Connor, the new “National 
Foundation” announced that they would continue 
to take care of polio patients and to continue 
their research in the general category of virus 
diseases, and, in addition, would interest them- 
selves in the fields of arthritis research, profession- 
al education, and also patient care through the 
age of 18. They will also include in their field 
of interest, birth defects such as club foot, cleft 
lip and palate and numerous other congenital mal- 
formations. The new National Foundation has 
stated its intention also to offer aid to patients 
in three areas of birth defects involving the central 
nervous system: Spina bifida, Encephalocele and 
Hydrocephalus. 

One may conclude on observing the numerous 
activities of the new National Foundation in its 


efforts to assimilate the Arthritis Foundation, and 
in addition to the avowed personal antagonism of 
Mr. O’Connor to United Funds, that it appears a 
good possibility that Mr. O’Connor may plan 
sometime in the future in developing a “National 
United Foundation” which would include all 
diseases, and thereby attempt to force all local 
Community Chest, Red Feather and Community 
Fund organizations to disband. 

At the present time it is estimated that there 
are about 150,000 polio victims compared to over 
10 million arthritics in this country—so it is quite 
apparent that if the new “National Foundation” 
expects to move into the field of direct care 
to arthritics, as they did with polio cases without 
regard for ability of patients to pay their own 
way, that they would have to raise “billions” in- 
stead of “millions’—as the known expense in- 
volved in rehabilitation of arthritics is an ex- 
tremely costly operation—and yet the Polio Foun- 
dation has had no experience in this type of care 

The Polio Foundation has now changed its 
name to the National Foundation, and as such 
will campaign for funds in January, 1959—listing 
all of their various medical interests—but there is 
no assurance that the money they will collect from 
the highly emotional appeal of the childhood 
arthritic will be used only for arthritis—as it can 
easily be diverted administratively to any of their 
new diversified interests. 

The Polio Foundation admittedly has done an 
outstanding job of fund-raising and assisting in 
the research that produced the vaccine for polio, 
but the potential ability of the Polio Foundation 
to continue to function effectively, in view of 
their obvious complete lack of experience in their 
many new proposed medical projects and marked- 
ly reduced income of the past several years, will 
be greatly attenuated because it has already ac- 
complished its purpose—and should probably 
cease to be a functional organization—J. J 
LicuHtsopy, M.D., in Detroit Medical News, 
August 11, 1958. 
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Jelectavi 


New vitamin-mineral supplement 


in delicious chocolate-like nuggets 


There’s nothing easier to give 
or take- 

than Delectavites. 

A real treat... 

the children’s favorite... 
tops with adults, too. 


One Nugget per day 
Boxes of 30-—one 
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Medicolegal Fons. 


Presented as the third in the series of Medicolegal Forms selected by MSMS Legal 
Counsel from “Medicolegal Forms with Legal Analysis,” prepared and published by 
the Law Department of the American Medical Association, are two simple but 
important forms. The first is a general form of consent that is intended for use, 
primarily, in the administration of hazardous drugs or treatment ordinarily pro- 
vided in the doctor’s office. The second relates to the administration of x-ray therapy. 
Legal Counsel again cautions that standard printed forms should never be used 
indiscriminately nor should they be relied upon blindly. In case of doubt—consult 
your lawyer. 


CONSENT TO TREATMENT 


I, having been fully informed by Dr. 





of the risks and possible consequences involved in treatment by means of 





for the relief of 





, nevertheless 





hereby authorize Dr. to administer such treatment 





to me, and agree to hold him free and harmless for any claims, or suits for damages for amy 


injury or complications whatever which may result from this treatment. 

















Signed 
Date 
Witness 
CONSENT TO X-RAY THERAPY 
PATIENT AGE | 
A.M. 
DATE TIME P.M. PLACE 








I hereby request and authorize Dr. 





and whomever he may designate to assist him to administer X-ray treatment to 


and to continue such treatment from time to 





(Name of patient or ‘‘myself**) 
time as he may deem advisable. The effect and nature of this treatment have been fully ex- 


of injury inherent in this treatment, I voluntarily accept the risks involved. 


Signed 





plained to me, as well as the possibility of injury. Notwithstanding the fact that there are risks | 


Witness 
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a new potency for 
greater dosage flexibility 
in treating the menopause 


SUPPLIED: Bottles of 60 tablets. 
posaGE: One tablet t.i.d. in 21-day courses 
with one week rest periods. 
Should be adjusted to individual requirements. 
ALSO AVAILABLE: Milprem-400(400 mg. 
Miltown + 0.4 mg. Conjugated Estrogens, equine) 
in bottles of 60 tablets. 
Literature and samples on request 
a 
WALLACE LABORATORIES, New Brunswick, N. J. 


for prompt 

relief 

from 

emotional 

and somatic 
disturbances 

of ovarian decline 











In potentially- 
serious 
infections... 











1. Panalba Dotties of 16 
Capsules, and 100 


capsules. Each capsule 
Panmycin phosphate (tetracycline phosphate 
complex) equivalent tn tetracycline hydro- 


te ee 


Albamycin jas 





Physical Diagnosis Motion Films 


Wayne State University College of Medicine 
is redoing and revising some teaching films de- 
veloped years ago which have proved most useful 
Frederick J. Margolis, M.D., Kalamazoo, Direc- 
tor of Audio-Visual Education for Wayne, pro- 
duced the original films and is now supervising 
the present project. 

Wayne is piloting a project in which some of! 
the top teachers in American medicine are se- 
lected to demonstrate their special talents in their 
own field, on film and in color. This film mate- 
rial, when finished, will be used for teaching in 
the medical schools and will be offered to the 
county medical societies throughout the country 
as physical diagnostic material of the finest type 


Dr. Franklin Top of the University of Iowa 
will participate as an authority on contagious 
disease, Dr. Abraham Ornsteen of the University 
of Pennsylvania on diseases of gait, Dr. George 
E. Shambaugh of Northwestern University on 
diseases of the ear, and Dr. C. G. Van Riper 
of Western Michigan University, Kalamazoo, on 
disorders of speech together with Wendell Johnson 
of the University of Iowa. 


Dr. Gordon Myers and Dr. Muir Clapper of 
Wayne are consultants to the project, and Dean 
Gordon Scott has been very active in helping 
obtain funds through the Ciba Corporation to go 
ahead and produce these films. It is a credit to 


me (ome oleor-tielo}al— 
the "G’ point*.. 


For patients over 40, The G POINT (point of 
declination in life) can be postponed! 
Properly balanced Androgen — Estrogen — 
nutritional therapy may prevent premature 
aging and damage of gonadal decline and 
nutritional inadequacy. 

Complaints of symptoms such as muscular 
pain, fatigue, irritability, and poor appetite 
in the patient over 40 may be the first indi- 
cations of three major stress factors in the 
aging process: (1) Gonadal Hormonal Imbal- 
ance, (2) Nutritional Inadequacy and (3) Emo- 
tional Instability. GERITAG is especially for- 
mulated to guard against premature damage 
and to delay the degenerative process. 

Rx GERITAG in preventive geriatrics. 


*Chappel, C.C., J.A.M.A., 162: 1414, (Dec. 8) 1956 


Write for Latest Technical Bulletins 


Wayne to put together physical diagnostic material 
which includes the finest teachers in America 
that can be presented right in the home town of 
the practitioner of medicine. This is a real step 
in the right direction to bring top talent to the 
physician without making him travel across the 
country to get a good exposure 

Dr. Gunnar Gundersen, President of the Ameri- 
can Medical Association, writes as follows: 


Dear Dr. Margolis: 

I have just learned of your plans to produce a new 
series of motion pictures on physical diagnosis for use 
in post graduate education and in medical schools 

The American Medical Association, as you know, has 
made excellent use of the original films in this series 
in answering requests for teaching materials on_ basic 
subjects. Our film library estates that 350 requests 
a year are received for these motion pictures 

Wayne University College of Medicine is to be con- 
gratulated for its decision to re-do the series Our 
Council on Medical Education and Hospitals tells me 
there is great need for first class teaching material on 
film which would be available not only to medical 
schools but also to doctors unable to attend formal 
post graduate courses 

I feel your idea to utilize top medical teaching talent 
from other schools has great merit. Such diversification 
in the production will increase the value of the films 
manyfold. 

Please feel free to call on members of the American 
Medical Association staff if they can be of help to you 
in following through on this project. 

Sincerely yours, 


GUNNAR GUNDERSEN, M.D 
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P yribenzamine EXPECTORANT 
breaks up coug 


even persistent cough 


Patient, factory worker, 

age 43, had suffered for 
months with persistent, 

dry cough, which he termed 
“‘smoker’s hack.” 


ough frequently 
interrupted his sleep, 
causing him to be nervous, 
irritable; his job efficiency 
was impaired. 


Chest X-ray was negative 
and the plant physician 
prescribed PYRIBENZAMINE 
EXPECTORANT with 
Ephedrine. Patient noticed 
almost immediate relief— 
a week later felt 

a = ‘considerably better.” 


Pyribenzamine Expectorant with Ephedrine provides a unique combination of antitussive agents, 
which work three ways at once to break up the persistent cough: Pyribenzamine relieves histamine- 
induced congestion throughout the respiratory tract; ephedrine relaxes the bronchioles and makes 
breathing easier; ammonium chloride liquefies mucus, relieving dry cough and promoting productive 
expec toration. 

Supplied: Pyribenzamine Expectorant with Ephedrine, containing 30 mg. Pyribenzamine citrate (equivalent to 20 mg. 
Pyribenzamine hydrochloride), 10 mg. ephedrine sulfate and 80 mg. ammonium chloride per 4-ml. teaspoon. 
Also available: Pyribenzamine Expectorant-with Codeine and Ephedrine, same formula as above 

with the addition of 8 mg. codeine phosphate per 4-ml. teaspoon (exempt narcotic). 


Pyribenzamine® citrate (tripelennamine citrate CiBA) 2/255ema SUMMIT, N. J 
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GOSA-TETRACYN | 


GLUCOSAMINE POTENTIATED TETRACYCLINE 


CAPSULES ORAL SUSPENSION NEW! PEDIATRIC DROPS 
(black and white) (orange-flavored) (orange-flavored) 5 mg. per drop, 
250 mg., 125 mg. 125 mg. per tsp. (5 cc.), 2 oz. bottle calibrated dropper, 10 cc. bottle 


COSA-TETRASTATIN® COSA-TETRACYDIN * 


glucosamine potentiated tetracycline with nystatin glucosamine potentiated tetracycline-analgesic- 


antibacterial plus added protection against eee aeepeNe 


monilial superinfection For relief of symptoms and malaise of the common 


; cold and prevention of secondary complications 
CAPSULES (black and pink) 250 mg. Cosa-Tetracyn, P I 

with 250,000 u. nystati ‘ ‘ 
(with 250 a n) CAPSULES (black and orange) Ea. capsule contains: 
ORAL SUSPENSION 125 mg. per tsp. (5 cc.) Cosa- Cosa-Tetracyn 125 mg. . phenacetin 120 mg. . caffeine 


Tetracyn, (with 125,000 u. nystatin), 2 oz. bottle 30 mg. . salicylamide 150 mg. . buclizine HCl 15 mg. 


REFERENCES: 1. Carlozzi, M.: Ant. Med. & Clin. Therapy 5:146 (Feb.) 1958. 2. Welch, H.; Wright, W. W., and Staffa, A. W.: Ant. Med. 
& Clin. Therapy 5:52 (Jan.) 1958. 3. Marlow, A. A., and Bartlett, G. R.: Glucosamine and Leukemia. Proc. Soc. Exp. Biol. & Med. 84:41, 
1953. 4. Shalowitz, M.: Clin. Rev. 1:25 (April) 1958. 5. Nathan, L. A.: Arch. Pediat. 75:251 (June) 1958. 6. Cornbleet, T.; Chesrow, E., 
and Barsky, S.: Ant. Med. & Clin. Therapy 5:328 (May) 1958. 7. Stone, M. L.; Sedlis, A., Bamford, J., and Bradley, W.: Ant. Med. & 
Clin. Therapy 5:322 (May) 1958. 8. Harris, H.: Clin. Rev. 1:15 (July) 1958. 
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Proven in research 
1. Highest tetracycline serum levels 
2. Most consistently elevated serum levels 


3. Safe, physiologic potentiation (with a natural human metabolite) 


And now in practice 
4. More rapid clinical response 


5. Unexcelled toleration 


Pfizer Science for the world’s well-being 
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IN-SERVICE TRAINING PROGRAM FOR 
THE MICHIGAN STATE MEDICAL 
ASSISTANTS SOCIETY 

The accompanying schedule outlines the courses 
offered in the new training program being offered 
to members of the Medical Assistants Society by 
the University of Michigan Extension Service. The 


program consists of six courses in three major areas 
of study——medical, business administration and the 
humanities. The medical section is being co-ordi- 
nated by Harry A. Towsley, M.D., Ann Arbor. 

The Michigan State Medical Society assisted in 
arranging for the new program with the Assistants 
Society. 


IN-SERVICE TRAINING PROGRAM FOR THE MICHIGAN STATE MEDICAL ASSISTANTS SOCIETY 


Spring 1958 


Spring 1959 


Fall 1959 


Spring 1960 


Fall 1960 


Pontiac 


Medical Informa- 
_ tion for 
Medical Assistants 


Nursing Informa- 
tion for 
Medical Assistants 
Psychology 
oO 
Human 
Behavior 


Dynamics 
o 
Human 
Behavior 


Medical 
Office 
Management 
Law and 
Economics in 


Medical Office 


Flint 


Medical 
Office 
Management 
Law and 
Economics in 
Medical Office 
Administration 


Medical Informa- 
tion for Medical 
Assistants 


Nursing Informa- 
tion for 
Medical Assistants 


Psychology 
0 
Human 
Behavior 


Jackson 


Medical 
Office 
Management 
Law and 
Economies in 
Medical Office 
Administration 


Medical Informa- 
tion for 
Medical Assistants 


Nursing Informa- 
tion for 
Medical Assistants 
Psychology 
0 
Human 
Behavior 


Dynamics 
oO 
Human 
Behavior 


Battle Creek 


Medical Informa- 
tion for 
Medical Assistants 


Nursing Informa- 
tion for 
Medical Assistants 


Psychology 
of 
Human 
Behavior 


Dynamics 
0 
Human 
Behavior 


Medical 
Office 
Management 


Lansing 


Psy chology 
of 
Human 
Behavior 


Dynamics 
0 
Human 
Behavior 


Medical 
Office 
Management 


Law and 
Economics in 
Medical Office 
Administration 


Medical Informa- 
tion for 
Medical Assistants 


Nursing Informa- 
tion for 
Medical Assistants 


Detroit 


Psychology 
of 
Human 
Behavior 


Dynamics 
oO 
Human 
Behavior 


Medical 
Office 
Management 


Law and 
Economies in 
Medical Office 
Administration 


Medical Informa- 
tion for 
Medical Assistants 


Administration 
Dynamics 
0 
Human 
Behavior 


Spring 1961 


A VIEW OF FAMILY PHYSICIANS 


Despite the increasing importance of specialists, 
the family physician remains a key figure in mod- 
ern medical practice. He is medical advisor and 
manager for the overwhelming majority of the 
population, and for many he is the sole point of 
contact with the medical profession. As a result, 
he is the single physician most likely to influence 
the public’s conception of medical practice. 

The average family doctor is a man in his for- 
ties, a well-established general practitioner in pri- 
vate practice, deriving his income from fees. He 
treats twenty-six patients a day, spending more 
than eight hours on home and office calls. 

These and other findings about family physicians 
emerge from a recent survey by the National 
Opinion Research Center at the University of Chi- 
cago in co-operation with the Health Information 
Foundation. 

The income of these family physicians showed 
considerable variation. 


During a_ twelve-month 
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Law and 
Economics in 
Medical Office 
Administration 


Nursing Informa- 
tion for 
Medical Assistants 


period, 21 per cent netted (before income tax, but 
after deduction of professional expenses) less than 
$10,000 from their practice; 45 per cent netted 
between $10,000 and $20,000; and 33 per cent 
netted $20,000 or more. The median net income 
before taxes was slightly higher than $15,000. Doc- 
tors in their fifties usually reported higher income 
than those in other age categories. 

Most of the physicians maintain their offices 
away from homes. Nearly all employ one or more 
assistants who are other than M.D.’s. 

For the majority, home and office calls comprise 
the bulk of the workday. When allowance is made 
for hospital visits, the estimated median work-week 
of these physicians comes to roughly sixty hours. 

Only one in fourteen makes no house calls. Most 

four out of five) are generally available at night 
and Sundays for emergency house calls. . 


At the time the study was made, two out of 
three family physicians charged under $4 for a 


routine office call. The $3 office-call charge was 


(Continued on Page 1384) 
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ARTHRITIS... 
OR 
GOUT? 





BENEMID 


PROBENECID 


A SPECIFIC FOR GOUT 


GOUT—THE DIAGNOSTIC PROBLEM 
Clinical “curiosity” rather than 
clinical “instinct” is the key 
to accurate diagnosis of gout. 
Visible manifestations may not 
appear until late in the course 
of the disease. Moreover, the 
patient’s description of the pain 
and the site of the pain may not 
differ markedly from other 
articular disorders. 


THE FOLLOWING FINDINGS ARE HIGHLY 
INDICATIVE OF GOUT: (1) Tophaceous 
deposits resulting in irregular, 
asymmetrical deformity of joints; 
(2) Elevated serum uric acid levels 
(above 6 mg.%) ; (3) Pain relief 
with colchicine. When findings sug- 
gest gout, therapy with ‘Benemid’ 
should be started immediately. 


BENEMID 
AGENT 
‘Benemid’ is firmly established 

as an effective and exceptionally safe 
uricosuric agent. ‘Benemid’ 
approximately doubles the 
excretion of uric acid; reduces 
serum uric acid levels toward 
normal; often prevents formation 
of new tophi, and gradually 
mobilizes existing uric acid 
deposits; minimizes incidence and 
severity of future attacks. 


AN EFFECTIVE URICOSURIC 


‘Benemid’ is of remarkably low 
toxicity — usually so low as to be 
clinically insignificant —even in 
patients who have been 

on uninterrupted therapy for almost 
a decade. The uricosuric effects 

of salicylates and ‘Benemid’ are 
mutually antagonistic and these 
compounds should not be 

used together. 

RECOMMENDED DOSAGE: 0.25 Gm. 

(14 tablet) twice daily for one week 
followed by 1 Gm. (2 tablets) daily 
in divided doses. 


Oo) MERCK SHARP & DOHME 


DIVISION OF MERCK & F a 4 PA. 


BENEMID is a trade-mark of Merck & Co., Ine. 
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BONADOXIN 
STOPS 
MORNING 
SICKNESS, BUT... 


Highest percentage of relief: 

In Drugs of Choice’, clinical data 
on several therapies for nausea 
and vomiting of pregnancy is 
summarized. BONADOXIN afforded 
the highest percentage of relief 
in the “excellent” (79%) and 
“good” (16%) combined 
categories. The majority of cases 
were completely controlled in 
the first week of treatment, 
almost all on one tablet nightly. 








Safe, too: 

BONADOXIN doesn’t “stop” the 
patient. It is free of side effects 
commonly associated with 
overpotent antinauseants. 
Goldsmith, reporting on 620 
controlled cases, states that 
“toxicity and intolerance 

[are] zero.”? 


ONA LDC 


N 

9 available in tablet or drop form. 
Dosage: usually one tablet or one tsp. 
(5 cc.) at bedtime. Severe cases may require 


another dose on arising. 


Supplied: tiny pink-and-blue tablets, 
bottles of 25 and 100. Bonadoxin Drops in 


30 cc. dropper bottles. 
Each tiny pink-and-blue Bonadoxin tablet contains: 
Meclizine HCl (25 mg.) 
..-for symptomatic relief 
Pyridoxine HCl (50 mg.) 
...for metabolic action and prompt 
Non-narcotic Bonadoxin Drops stop colic 
in about 85% of cases. 
Each cc. contains: 
Meclizine Dihydrochloride. . .8.33 mg. 
Pyridoxine Hydrochloride. . .16.67 mg. 
Dosage: 
* 


antinauseant effect. 
under 6 months _0.5 ce. 69 eee 
6Gmonthsto2years 15to2cc _ daily, on the 
2 to 6 years 3 ce. tongue, in 


adults and children fruit juice or 
over 6 years 1 teaspoon (5 cc.) water 


Infant colic? 























Supplied: 

fruit-flavored, clear green syrup in 30 cc. 
dropper bottles. 

References: 1. Drugs of Choice 1958-1959, 

St. Louis, C. V. Mosby Company, 1958, p. 347. 
2. Goldsmith, J. W.: Minnesota Med. 

40:99 (Feb.) 1957. 











RESEARCH 


Research directed at the creation of new, 





more effective therapeutic agents and sup- 
port of basic research concerned with new 
therapeutic concepts are obligations that 


confront pharmaceutical industry. 


Ordinarily small pharmaceutical con- 


cerns do not engage in these activities. 


It is with pride, therefore, that we wish 
to point toward the fact that Meyer and 
Company are presently supporting four 
research projects in recognized institu- 
tions in the United States and Canada, 
and that these grants are proportionately 
far in excess of the funds ordinarily allo- 


cated by other pharmaceutical concerns. 
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MEYER AND COMPANY 


Pharmaceutical Manufacturers 


Detroit 24, Michigan 








REPORT 


A VIEW OF FAMILY PHYSICIANS 
(Continued from Page 1380) 


the fee mentioned most often. For house calls, the 
most common charge was $5. 

Fees were higher in the West, in large popula- 
tion centers, and among doctors in their forties and 
fifties. 


1ONIA- MONTCALM 
MEDICAL SOCIETY” 


Ionia-Montcalm doctors and the Michigan State Medi- 
cal Society gave 1200 free blood types at the booth they 
sponsored at the Ionia Free Fair, August 4 through 9. 
This Public Relations project distributed Family Health 
Record Booklets and Emergency Record Cards. Par- 
ticipating in the event were the Auxiliary to the Ionia- 
Montcalm County Medical Society, Red Cross Nurses, 
Gray Ladies and Medical Assistants. (Above) R. E. 
Campbell, M.D., Ionia, inspects the Clinitron supplied 
by the Michigan Department of Health. 


Of the doctors interviewed, 37 per cent said they 
charged all patients alike while 67 per cent said 
they regulate their fees to some extent by their 
judgment of the patient’s ability to pay. Doctors 
in the West and members of specialty societies are 
especially likely to gear fees to the patient’s ability 
to pay. 

Most family physicians maintain hospital con- 
nections—seven out of eight. 

The survey indicated that as far as the general 
public is concerned the family physician is still the 
focal point of medical care and still provides the 
major image of what a medical practitioner is like. 





The “soundness” of social security depends on com- 
pulsion, high employment, and no wars. 
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CITRIC ACID 
the 
additive 
choice 

of 


Lederle Research 


2-C - COOH 


H-C - COOH 


-C - COOH 


triple assurance of maximum antibiotic potency 


In developing ACHROMYCIN V, Lederle research scientists 
aimed for patient response rather than laboratory results, and 
chose citric acid for its outstanding value under clinical con- 
ditions. Citric acid is unique in that it contains THREE free 
carboxyl groups in every molecule to combine with the metal- 
lic ions which interfere with gastrointestinal absorption. This 
activity thus leaves the pure active tetracycline molecule 
available for full absorption and rapid action at the site of 
infection. 



































AMA Washington Letter 





THE MONTH IN WASHINGTON 


When the Congress that is elected in November 
goes to work next January 7, it will have before 
it a half dozen important health-medical issues 
that the last Congress took some interest in but 
didn’t resolve. They include hospitalization under 
social security, tax-deferment on annuities, loans 
and mortgage guarantees for hospitals and nurs- 
ing homes, aid to medical schools and amend- 
ment of Veterans Administration’s hospitalization 
procedures, 

The issue of hospitalization under social secur- 
ity—the Forand bill principle—will come into the 
spotlight shortly after the new session starts. Un- 
der instructions from the House Ways and Means 
Committee, the Department of Health, Education, 
and Welfare will complete a study on the prob- 
lems of financing hospital care for the aged before 
next February 1. Some study of medical costs 
may also be included. ; 

Decision to move ahead with a study of medical 
care costs for the aged was reached by the com- 
mittee at the same time it excluded the Forand 
idea from the social security bill enacted during 
the summer. HEW was told to pay particular at- 
tention to the possibility of increasing OAST taxes, 
and with the money purchasing health insurance 
(nonprofit or commercial) to take effect upon 
retirement or disability. This would differ from 
the Forand plan in that health care would be 
financed through insurance, and not paid for di- 
rectly by the Federal government. 

The Keogh bill to allow doctors and other self- 
employed to defer income taxes on money put into 
retirement funds passed the House with very little 
opposition, but encountered difficulty in the Sen- 
ate. It was defeated there in the closing days, 
and under unusual circumstances. Policy com- 
mittees of both parties decided to oppose the bill 
as too costly, and the vote came in the course of 
a complicated legislative maneuver that could not 
be used as a test of whether individual Senators 
favored or opposed the bill itself. 

An effort was made late in the session to au- 
thorize grants to medical schools for building and 
equipping teaching as well as research facilities. 
The bill extending the research grants program 
also would have allowed use of the grants for 
“multi-purpose” structures (teaching and_re- 
search) if emphasis were on research. However, 
for fear this change would hold up the simple 
extension bill, it was dropped off before the bill 
reached the House floor. Sponsors of aid to medi- 
cal education will be back next year and cam- 
paign on this issue alone. 
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Legislation for U. S. guarantee of nursing home 
mortgages, strongly supported by the American 
Medical Association, fell by the wayside in the 
House during the closing hours of the session, 
after having cleared the Senate with no trouble 
whatever. This also will be pushed next year, 
and may have a better chance of passage because 
of the growing emphasis on need for solving the 
problems of the aged. 

Far too late for passage, Chairman Olin 
Teague’s House Veterans Affairs Committee re- 
ported out a bill that would make a number of 
changes in VA hospitalization procedures, liber- 
alizing some and tightening up on others. The 
bill also would require VA to open 5,000 beds 
over which Mr. Teague and VA Administrator 
Whittier have been squabbling for months, the 
latter maintaining that beds aren’t needed. That 
issue still is unresolved, inasmuch as the bill didn’t 
pass. 

Congress did roll out a sizable list of medical- 
health laws. It ordered the calling of a 1961 
White House Conference on the Aging, gave Food 
and Drug Administration authority to enforce its 
pre-testing standards on foods to which chemicals 
and other substances have been added, authorized 
loans as well as grants under the Hill-Burton pro- 
gram, authorized grants for the country’s schools 
of public health and for civil defense purposes, 
raised military and VA physicians’ pay, and _re- 
quired labor and management health and welfare 
plans to make reports and open up their books 
for inspection by members. 


American Medical Association was able to per- 
suade the Department of Defense and the ad- 
ministration to retain the post of Assistant Secre- 
tary (health and medical) in the reorganization 
of the department. In legislation passed by Con- 
gress to bring about the reorganization, one of 
the assistant secretary posts would have been elim- 
inated, and the medical assistant was marked for 
down-grading, However, Secretary McElroy even- 
tually announced that the position would be con- 
tinued. 

Even before Congress adjourned, it was clear 
that trouble was in sight for Medicare because of 
inadequate appropriations and instructions from 
Congress not to exceed the appropriation. To 
keep within the limitation, if possible, Defense 
Department was channelling many thousands of 
service families to military facilities, and at the 
same time limiting the scope of care permitted in 
civilian facilities. 
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XYLOCAINE 























Xylocaine Viscous provides quick-acting and pro- 
longed surface anesthesia for sore and painful 
throats, particularly those occurring after tonsillec- 
tomy and adenoidectomy. Its cherry-flavored, water- 
soluble vehicle spreads evenly and adheres intimately 
to the membranes. Nonirritating and nonsensitizing. 
Dose: 1 teaspoonful, swished around in the mouth 
and then swallowed slowly. 

















Write for additional information regarding other 
uses which include management of hiccup and reflex 
vomiting, as well as relief of discomfort associated 
with laryngoscopy, esophagoscopy, gastroscopy and 
the passage of esophageal and gastric tubes. 


Astra Pharmaceutical Products, Inc., Worcester 6, Mass., U.S.A. 


xXYLOCAINE’ viscous 


for better doctor-patient relationship ha 


|} see | 


*U.S. PATENT NO. 2.441.498 MADE IN U.S.A. 


Ocroser, 1958 
Say you saw it in the Journal of the Michigan State Medical Society 





Faster rehabilitation in 





Joint Inflammation and muscle spasm 
are the two elements most responsibie 
for disability in rheumatic-arthritic dis- 
orders—and MEPROLONE is the one 
agent that treats both. 


MEPROLONE suppresses the Inflammatory 
process and simuitaneously relieves aching 
and stiffness caused by muscle spasm, to pro- 
vide greater therapeutic benefits and a shorter 
rehabilitation period than any singie antirheu- 
matic-antiarthritic agent. 


MERCK SHARP & DOHME bivision of MERCK & CO., INC., Philadelphia 1, Pa; €p 


MEPROLONE-2 Is Indicated In cases of severe 
Involvement, yet often leads to a reduction of 
steroid dosage because of its muscie-relaxant 
action. When involvement is only moderately 
severe or miid, MEPROLONE-1may be indicated, 


SUPPLIED: Multiple Compressed Tablets In 
three formulas: MEPROLONE-2—2.0 mg. pred- 
nisolone, 200 mg. meprobamate and 200 mg. 
dried aluminum hydroxide gel (bottles of 100). 
MEPROLONE -1 supplies 1.0 mg. prednisolone 
In the same formula as MEPROLONE-2 (bot- 
tles of 100). MEPROLONE-5—5.O mg. predniso- 
loné, 400 mg. meprobamate and 200 mg. dried 
aluminum hydroxide gel (botties of 30). 


Because muscies move joints, 
both muscie spasm and joint 
inflammation must be 
considered in treating the 
rheumatic-arthritic patient... 
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Rheumatoid Arthritis 


Multiple compressed tablets 


MEPROLORE 


THE FIRST MEPROBAMATE-PREONISO LONE THERAPY 


MEPROLONE is the one 
antirheumatic-antiarthritic that 
exerts a simultaneous action to 
relax muscles in spasm and 

to suppress joint inflammation... 


Cc 


Therefore, MEPROLONE does 
more than any single agent to 
help the physician shorten the 
time between disability and 
employability. 








MEPROLONE is a trade-mark of Merck & Co., Inc. 


Octoper, 1958 
Say you saw it in the Journal of the Michigan State Medical Societ) 





Editorial Opinion 





HOW SOCIALISM WORKS 

Two Pittsburgh, Pa., physicians recently return- 
ed from a professional visit to Scotland, Sweden 
and the Scandinavian countries, have brought 
back with them the usual disheartening story en- 
countered everywhere there is socialized medicine. 

It is the story of too few doctors and too many 
patients, young men who would like to become 
doctors going into other fields because medicine 
doesn’t pay enough under socialism, assembly line 
procedure in the doctor’s office where each patient 
is allowed less than two minutes of the physician’s 
time, and hospitals so crowded patients requiring 
surgery often must wait as long as five months to 
be admitted. 

Despite such hardships, the countries visited by 
Drs. W. B. McLaughlin and John S. Donaldson 
have made some advances in the treatment of 
human ills. Praise for progress made belongs not 
to the state operated medical bureaus, but to the 
older generation of physicians, men dedicated to 
their profession regardless of the obstacles. 

Sweden, for example, with the highest suicide 
rate in Europe, has a special wing in its 1.550-bed 
hospital in Stockholm for the specialized treatment 
of attempted suicides. Yet Sweden has to import 
many doctors from central Europe because of lack 
of interest among its younger generation in the 
medical profession. 

In Edinburgh, Scotland, doctors’ offices are so 
crowded with patients receiving “free” care, physi- 
cians devote an average of one and one-half min- 
utes to each patient. Throughout all Scandina- 
vian countries there is a long waiting list for ad- 
mittance to hospitals. 

These are but a few examples of life under 
socialism. This is the result of the Marxist theory 
of government—the theory which stifles native 
genius and smothers individual resourcefulness in 
the name of the “common good.” There are those 
who rebuff socialism with the comment, “It may 
be good enough for them but it wont work for 
us.” 

They are wrong. It won’t work anywhere. 
Editorial reprinted with permission from Th: 
State Journal, Lansing, Michigan, September 2, 
1952. 


PERIODIC EXAMINATION UNIT 

“At the University of Michigan, a Periodic 
Examination Unit has been set up in the Uni- 
versity Health Service for the purpose of ap- 
praising the health of staff members at regular 
intervals. The examinations are carried out by 
fully qualified internists and special consultants 
on the staff of the Medical School. During the 
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first year of this program, almost three hundred 
staff members have undergone thorough examina- 
tions including laboratory and x-ray studies. A 
high incidence of previously unrecognized disease 
has been found, and in many instances the condi- 
tion has been considered serious. Neoplasms have 
been detected in a somewhat larger percentage, 
and diabetes mellitus in a much higher percen- 
tage, than originally expected. It is believed 
that these findings of early disease will exert 
a significant influence on life expectancy and po- 
tential disability in this group of people. In addi- 
tion, it has become apparent that the program 
offers considerable potential for medical research 
and for strengthening relations between the gen- 
eral public and the medical profession.”—From 
Industrial Medicine and Surgery, page 332, July, 
1958. 


MAKE IT FREE 

Few physicians would disagree with the senti- 
ments expressed by Dr. George W. Slagle, Presi- 
dent of the Michigan State Medical Society: 

“| | This doctor-patient relationship, voluntarily 
established by the patient who chooses a physician and 
by the doctor who assumes responsibility for the patient's 
care must be maintained. . We must emphasize that 
we are fighting for this free choice of physician, a 
‘status quo’ if you like, for the benefit of the people 

and not for the benefit of the doctor. . This 
free choice is not nebulous or irrelevant. It is something 
deep and sincere in people’s hearts and it is something 
that we all must fight for.” (R. I. Med. Jour. 41:31, 
1958) 

Yet, this principle of free choice is violated by 
hospitals which deny privileges to a_ physician 
competent enough to be on the active or courtesy 
staff of other approved hospitals. A patient ex- 
pects to have the right to a free choice of physi- 
cian and hospital. What happens to that right, 
however, when the patient is informed that he 
will have to choose another hospital or be referred 
to another physician who has staff privileges in 
the hospital preferred by the patient? 


Physician’s Choice Restricted 

Under the current system, the physician’s free- 
dom of choice is also restricted. Should a consul- 
tation or an operation be necessary, the physician 
may not be able to call in the consultant he pre- 
fers. He is limited to members of the staff of 
the hospital. The adoption of a policy of recipro- 
cal staff privileges in hospitals, however, would 
give real substance to the concept of free choice 
for both patient and physician. 

A step in this direction has been taken by hos- 
pitals in New Orleans. First, seven of the largest 

(Continued on Page 1392) 
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widely prescribe 
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- 
sustained release 


capsules 
Meprospan 


meprobamate 






















Two capsules on arising last all day 
Two capsules at bedtime last all night 


relieve nervous tension on a sustained 
basis, without between-dose interruption 





“The administration of meprobamate in 
sustained action form [Meprospan] produced 








1.Meprobamate is more widely prescribed than a 
cer tangle Sowce: In t researc a more uniform and sustained action... 
ir Baits H.W: & comparison of Meprospan these capsules offer effectiveness at 
Hee i Seneaa ear enenes, Sen reduced dosage.’” 


Dosage: 2 Meprospan capsules q. 12 h. 
Supplied: 200 mg. capsules, bottles of 30. 


Literature and samples on request ® WALLACE LABORATORIES, New Brunswick, N. J. 
Caius — ioeheae who discovered and introduced Miltown® 








EDITORIAL 


MAKE IT FREE 
(Continued from Page 1390) 


voluntary hospitals in the area, with a combined 
total of 16,685 beds, granted courtesy privileges to 
all members of the Orleans Parish Medical So- 
ciety in emergency cases when the patient requests 
his own physician who is not a staff member. 

Following this example, the Board of Admini 
strators of Charity Hospital in New Orleans, a 
tax-supported institution (3,057 beds), with the 
approval of the Staff Advisory Committee, adopted 
a similar policy. In cases where a patient, in- 
eligible for admittance to the hospital because 
of residence or economic reasons, is severely in- 
jured and requests the attendance of his privatc 
physician, the resident in charge facilitates such 
consultation. Privileges are granted the consultant 
to administer first aid in preparing the patient for 
definitive treatment in conjunction with the resi- 
dent in charge. Operating privileges are extended 
in cases of dire emergency where the life of the 
patient would be jeopardized if he were moved 

In Massachusetts cities. hospitals should do no 
less than to emulate the example of the New 
Orleans institutions as a modest beginning. How 
ever, interchange of courtesy staff privileges in 
hospitals in all cases, emergency or otherwisi 
should be the goal and would make it possibl: 
for a patient to enjoy his right to free choice of 
physician and hospital at one and the same time 
It would also give the phvsician the freedom to 
choose his consultants. Let’s make the “free” in 
“free choice” really fre This should not be too 
difficult in the home of the brave.—Massachuse 
Physician 


ANTIBIOTICS AND THE PUBLIC HEALTH 


According to an economic report of antibiotic 
manufacture released recently by the Federal 
Trade Commission, the doctors since 1952, hav 
written more prescriptions for antibiotics than for 
any other category of ethical drugs Wher 
these products represented an estimated 1.5 p 
all prescriptions written in 1948, they ac 


counted for one of every eight prescriptions in 


This industry did not exist in 1941 at the b 
“inn of the war. but in ten years grew to 
$344 million in net sales. Antibiotics have made 
their contribution to public health both in treatin 


infections and con 


agious diseases ot bacteri tl 


origin and in preventing complications that may 
follow illnesses (such as colds, influenza, measles, 
and other viral infections) which themselves are 
unresponsive to antibiotic therapy. 

Antibiotics have proved particularly effective 
in saving the lives of children and young persons 
and have caused a decline of several days in the 
average time spent by patients in hospitals. The 
sheer economic value of these lives is bevond 
measure. 
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CIVIL DEFENSE CONFERENCE 

More than 175 physicians and others interested in 
civil defense will gather November 8-9 in Chicago for 
the ninth annual County Medical Societies Civil De- 
fense Conference. The two-day meeting at the Mor- 
rison Hotel, Chicago, is being planned by the AMA’s 
Council on National Defense. Dr. F. J. L. Blasingame, 
executive vice president, will welcome the conferees on 
behalf of the American Medical Association, and Dr 
Gunnar Gundersen, AMA president, will speak on “The 
Profession’s Responsibilities in Civil Defense.’ Officials 
of the newly-created Office of Civil and Defense Mo- 
bilization will report on the expanding role of the 
federal government's defense program and the medical 
and health aspects of civil defense as they pertain to 


the new program. 


As in past years, the group will divide up into work- 
shop sessions to consider various phases of civil defense 
organization and training; reception, evacuation and 
emergency care; hospital disaster planning: supplies, 
transportation and communication In an effort to 
promote test operations dealing with simulated disasters, 
the program will feature reports on several field tests 
conducted this year “Test Exercise Star’’—based on 
a mock earthquake of severe intensity—-was conducted 
by the Alameda-Contra Costa (California) Medical As- 
sociation in co-operation with local civil and military 
authorities “Operation Prep  Pitt’—dealing with 
theoretical jet airplane crash into the Pitt Fieldhouse 
was conducted by the Allegheny County (Pennsylvania 
Medical Society in co-operation with local authorities 
“Operation AFTA’’—based on a_ simulated airplane 
crash on the Tulane University campus—was sponsored 
by the Committee on Medical Education for National 
Defense MEND) of the Tulane School of Medicine 
to provide a realistic situation for the instruction 


medical students in the principles of disaster medicin 


NEW “TEEN TALK” RADIO SERIES 


A new series of three radio programs featuring inter 


views with teenagers will soon be available from the 
AMA’s Bureau of Health Education These fifteen 
minute “Youth Speaks Up” programs offer rtinent 
comments by youth on boy-girl and parent-child rela 
tionships, school activities and world affairs. The youth 
ful participants were chosen to represent leaders in 


school, athletes, slow learners, fast learners and “problem 
cases.” Local medical societies may secure these pl itters 
as supplements to the “Magazine of the Air” monthly 
series Or as separate programs for airing on local radio 


stations 


Selective Service headquarters has dispatched a direc- 
tive to all state boards requesting them to summon 1-A 
physicians for physicals. This is a ‘just in case’? measure 


and does not signify that a Pentagon call-up is imminent 
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Comments by investigators on 


Robax 


(Methocarbamo! Robins, U.S. Pat. No. 2770649) 


“Robins 


y 
bh tpn 


—the remarkably efficient skeletal muscle relaxant, 
unique in chemical formulation, and outstanding for 
sustained action and relative freedom from adverse 
side effects. 


PUBLISHED REFERENCES: 1. Carpenter, E. B.: Southern Medical Journal 5 

2. Forsyth, H. F.: J.A.M.A. 167:163, 1958. 3. Little and Truitt, E. B 

& Exper. Therap. 119:161, 1957. 4. Morgan t B Jr., and Little, J 
Am. Pharm. Assn Sel. Ed. 46:374, 1957 her amd Shields, ¢ 
167:160, 1958. 6. Park, H. W.: J.A “ A lf tt . 
Rk. B Proc. Soc. Exper. Bio. & Mex 422, I¢ 

Morgan, A. M,, and Little, J. M.: J "vhes m. & Exper 


Supply: Tablets (white, scored), 0.5 Gm., bottles of 50 and 500. 


A. H. ROBINS CO., INC., Richmond 20, Va. 


Ethical Pharmaceuticals of Merit since 1878 


Summary of four new published clinical studies: 


Robaxin Beneficial in 95.6% of Cases of Acute Skeletal Muscle Spasm'-2-5-¢ 
” NO. 


CONDITION PATIENTS 


RESPONSE 


stupy 1° “marked rrate — slight 


Skeletal muscle 
spasm secondary to 
acute trauma 26 


STUDY 27 


pronounced 
Herniated dis¢ 25 
Ligamentous strains 4 
Torticollis 3 
Whiplash injury 2 
Contusions 

fractures, and 

muscle soreness 


due to accidents 3 


sTUuDY 3° 


excellent 
Herniated disc 6 
Acute fibromyositis 8 
Torticollis 


stupy 4° 


significant 
Pyramidal tract 

and acute myalgic 

disorders 


TOTALS 


ee ee ee me 


THE JOURNAL 


American Urdirel Association 


“In the author's clinical experi- 
ence, methocarbamol has af- 
forded greater relief of muscle 
spasm and pain’ for a longer 
period of time without undesir- 
able side effects or toxic reac- 
tions than any other commonly 
used relaxants .. .’’? 


THE Jol RN, AL 


American Uedicel teem enon 


“An excellent result, following 
methocarbamol administration, 
was obtained in all patients with 
acute skeletal muscle spasm.’’* 
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THE JOURNAL 


American Urdical 4 


“In no instance was there any 
significant reduction in voluntary 
strength or intensity of simple 
reflexes.’’* 


“This study has demonsirated 
that methocarbamol (Robaxin) is 
a superior skeletal muscle relax- 
ant in acute orthopedic condi- 
tions.”"* 
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TABLE 


California 


table wine 


No. specimens Sodium (mg./ 100 cc.) 
examined Mean 


Musts (crushed white grapes) 9 1.63 
California Red Table Wines 82 5.56 
California White Table Wines 73 5.44 
California Dessert Wines 104 7.10 


Dietary restriction of sodium has become a standard procedure in the control 
of edema associated with cirrhosis of the liver, congestive heart failure, certain 
kidney ailments, toxemias of pregnancy, during digitalization and in drug- 
induced diuresis. 

Unfortunately sodium-restricted diets tend to be flat, tasteless, monotonous, 
leading toward failure of dietary cooperation by the patient. 

In such cases California table wine may be employed safely as well as to 
advantage in making the food more palatable without adding significant 
amounts of sodium. 

In a recent study' it was shown that California table wines are remarkably 
low in sodium content —less than 10 mg. per 100 cc. (31 ounce glass). 

Since recent research **'* has also shown that wine stimulates a lagging 
appetite and aids digestion while adding a sparkle to any meal— why not encour- 
age the moderate use of wine by the patient on a restricted dietary, as well as by 
the sufferer from anorexia, the post-surgical, convalescent or geriatric patient ? 

May we send you a copy of “Uses of Wine in Medical Praetice”? A copy 
is available to you, at no expense, by writing to: Wine ‘Advisory Board, 717 
Market Street, San Francisco 3, California. 


. Lucia, S. P. and Hunt, M. L.: Am. J. Digest. Dis. 2:2 ) 1957 
Goetzl, F. R.: Permanente Found. M. Bull. 8-72 (April) 1950 


. Irvin, D. L. and Goetzl, F. R.: Permanente Found. M. Bull. 9:1 
. Irvin, D. L.; Durra A., and Goetz!, F.R.: Am. J. Digest. Dis. 20:11 
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essential ally of the doctor 


in relieving anxiety, tension 


e effective without somnolence 


e allows the patient to continue his normal activities 


TRILAFON Tablets—2 mg. and 4 mg.; bottles of 50 and 500 


[RILAFON REPETABS,” 4 mg. for ; 
in the outer layer and 4 mg. for prolonged act 


timed-action inner core; bottles of 30 and 100 
For complete details on TRILAFON consult Schering 


(1) Marangoni, B. A.: Am. Pract. & Digest Treat. 8 
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CYTELLIN. REDUCES 
HYPERCHOLESTEREMIA 


Percentage reduction of 
excess serum cholesterol 
(over 150 mg. percent) 


Litty 


QUALITY | @ESEARCH / mTEGaITY 


Percentage of patients experiencing 
various degrees of decline in excess 
serum cholesterol 





Less than 20% 


More than 40% 


... Without the necessity of dietary restrictions 


‘Cytellin’ provides the most rational 
and practical therapy available. 
Without any dietary adjustments, 
it lowers elevated serum cholesterol 
concentrations in most patients. 

In a number of studies, every 
patient who co-operated obtained 
good results from ‘Cytellin’ ther- 
apy. On the average, a 34 percent 
reduction of excess serum choles- 


*'Cyte Lilly) 


COMPANY ° 


INDIANA 


terol (over 150 mg. percent) has 
been experienced. 

In addition to lowering hyper- 
cholesteremia, ‘Cytellin’ has been 
reported to effect reductions in CP 
ratio, S-10-100 and S,12-400 lipo- 
proteins, “‘atherogenic index,” beta 
lipoproteins, and total lipids. 

May we send more complete infor- 
mation and bibliography? 
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The Pre-diabetic State in Man 
Definition, Interpretation and Implications 


By Jerome W. Conn, M.D. 
Ann Arbor, Michigan 


HE PROBLEM chosen for discussion is one the occurrence of spontaneous hypoglycemia in 
1 ince 1909 when 


with which my group has been concerned dur- patients with Addison’s disease s 


ing the past eleven years. It has to do with the this phenomenon was first described by Porges.*® 


effect of ACTH and glucocorticoids upon carbo Following the description by Harvey Cushing of 
hydrate tolerance of normal people. The author the syndrome which bears his name it was soon 


t and evident that a large percentage of such patients 


is acting as spokesman for the various pas 


present members of our research staff who have . frankly diabetic,! and that almost all of the 
contributed their ideas and efforts to this lon: ‘st can be shown to have decreased carbohydrate 
lino 


term project The list of names begins back u tolerance when glucose-loac 


1947 with Dr. Margaret Johnston, Dr. Lawren¢ ployed In 1935 Long and Lukens’? established 
Louis and Dr. Clayton Wheeler and concludes the ameliorating eff 1 pancreatic diabetes 
of bilateral adrenalectomy in the al Long, Kat 


tests are em- 


with that of my present associate Dr. Stefan Fa 
jans, who for the past five years, has carried the ain, and Fry i! ‘autifully designed study 


major responsibility for this project. The author's published in 1940, demonstrated, among many 


th 


function throughout this effort has been that other things, that the partially depancreatized rat 


of advisor in experimental design and in inte1 was much more susceptible to the diabetogenic 


pretation of data. Financial support for a major effect of adrenal cortical extracts than were ani- 


portion of this eleven-year period has come from mals with pancreas intact. Ingle and his associ- 


the United States Public Health Service. tes*” produced hyperglycemia and glycosuria in 


The historical aspects of the influence of adrenal intact force-fed rat administration of large 


cortical function upon carbohydrate metabolism amounts of either lrenal tical steroids ot 


will not be stressed here. However, I would like ACTH 


to indicate some of the landmarks for purpos¢ n 1947 purified preparation ACTH became 


of orientation Clinicians have been aware o available in sufficiently lar juantities 
n man Cher f irse. still no hint that 


Presented as the 1958 Banting Memorial Lecture, 18t! ACTH would * of an alue < a medicine 
Annual Meeting, American Diabetes Association, Sar 
Francisco, California, June 21, 1958 

Dr. Conn As Professor of Medicine; Director of th had not vet svnthesized cortisone Our own 
Division of Endocrinology and Metabolism, and of the : | ; 
Metabolism Research Unit, University of Michigan studies with AC H began 
Medical School, Ann Arbor, Michigan ~ designed to determine the over-all metabolic ef- 

Published simultaneously in Diabetes, 7: Sept 
Oct.) 1958. 


except possibly in hypopituitarism, and Kendall 
} + 
at that time and were 


fects of this substance in normal men and women 
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At the 1948 meeting of the American Diabetes 
Association, we reported® the production of tem- 
porary diabetes in normal people by the admin 


istration of ACTH for a five to ten-day period 


CONN 


“We have observed that the individual who is sus- 
ceptible to the diabetogenic effect of ACTH, is suscep- 
tible as well to the diabetogenic effect of cortisone. On 


the other hand, individuals resistant to the diabetogenic 


TABLE I. EFFECT OF ACTH UPON CARBOHYDRATE AND NITROGEN METABOLISM 


Normal Man 


Blood Sugar* mg 


t lt 


Baseline 
Period 


ACTH 


105 mg./day 


Recovery 
Period 


*Somogyi. 


Table I shows some of the data from the very 
first subject so studied. It will be noted that upon 
administration of ACTH there began a significant 
glycosuria, elevation of the fasting blood sugar, 
a great increase in urinary nitrogen, and a severe 
loss of tolerance for carbohydrate. All of these 
changes reverted quickly to normal when ACTH 
was stopped. These experiments were replicas 
of those which had been done in rats two years 


before’ but they demonstrated for the first time 


that in man, too, a state of continuous hyper- 


glycemia and glycosuria could be induced by 
the administration of large doses of ACTH. 

By the 1949 meeting of the American Diabetes 
Association, Kendall had already synthesized cor- 
tisone, and Sprague, Mason, and Power’ reported 
the production of diabetic glucose tolerance curves 
in normal people given 200 milligrams of corti- 
sone daily. They, too, observed the rapid return 
of normal carbohydrate tolerance upon cessation 
of cortisone administration. 

In 1950 we? gave, in a paragraph, the basis 
for what has evolved as the cortisone-glucose tol- 
erance test for detecting susceptibility to diabetes 
I quote this paragraph because it represents the 
starting point with respect to much of the newe1 


data being reported here. 
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cc 


effect of ACTH are also resistant to the same dose of 
cortisone which produces diabetes in the ACTH-sus- 


ceptible person. These findings indicate that a major 


difference between diabetes susceptibility and diabetes 
resistance among so-called normal people given ACTH, 
lies in end-organ responses to ‘11-oxy-steroid’ activity 
rather than to qualitative or quantitative differences in 


adrenal steroid production.” 


In the same year Wilson, Frawley, Forsham, 
and Thorn*® reported that a functional relation- 
ship appeared to exist between the pancreatic is- 
lets and the adrenal cortex in man. They con- 
cluded that loss of carbohydrate tolerance upon 
the administration of ACTH (or resistance to loss 
of carbohydrate tolerance) might well be an 
indication of the reserve function of the beta cells 

In the course of our own studies we had made 
two additional observations which seemed to be 
generally applicable in people with normal car- 
bohydrate tolerance. First, if the dose of corti- 
sone is sufficiently large all people respond with 
an initial decrease in carbohydrate tolerance. De- 
pending upon the dose of cortisone employed, 
the decrease of carbohydrate tolerance may reach 
its peak of intensity in four or five days. In the 
great majority of normal people, tolerance begins 


to be regained thereafter despite continuation of 
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the dose of cortisone. We interpret this as an 
attempt on the part of the beta cells to compen 
sate for (1) an increased peripheral resistance to 
insulin activity and (2) the increased glycone 
genesis induced by the administered cortisone 
Che second observation (a very obvious one 
was that as the dose ot cortisone was reduced 
the early decrease in carbohydrate tolerance of 
normal people (before compensatory mechanisms 


We then had 


are evident) becomes less and less 
two ends of a spectrum. At one end, the dose o 
cortisone could be made sufficiently large that it 
would diminish carbohydrate tolerance of every 
one. At the other end, no detectable effect on 


carbohydrate tolerance of normal people could 


be observed if the dose were made. sufficiently 
small 

Since we had found that among apparentl 
mal individuals marked differences exist in 
ceptibility (or resistance) to loss of tolerance 


duced by administration of fairly large dos 


cortisone, we wondered if we could find th 
cal single dose of cortisone which would n«¢ 
fect. significantly, the carbohydrate tolerance 
normal people but which might, on the very 


day of administration and before 


1 


pensations had had a > te 


people susceptibile to diabetes This, 


course, assumed that all of the people so-tested 


would have perfectly normal baseline, standard 
clucose tolerance tests 


[he obvious place to look for people who mig! 


be susceptible to diabetes is in_ the families « 


known diabetic patients itrol group had 


to be people who could not recall ever havin 
heard of a diabetic patient in their families. Th 


first report on this long-term project appeare¢ 


| 
in 1954* and a short subsequent follow-up report 
was published in 1955.° Since then, we have et 
larged the various groups under study and have 
been able to do follow-up testing in some of the 
subjects from one to four years after they had 
been classified initially as positive or negative re- 
actors to the cortisone-glucose tolerance test 

A tew words are needed about our Ini thods 
and criteria Throughout these studies the SO 
mogvi-Nelson method has been used for the di 
termination of sugar of venous blood Glucos« 
tolerance tests have all been oral, 1.75 grams of 
glucose per kilogram of ideal body weight having 
been used as the glucose load. Each glucose 


tolerance test has been preceded for at least three 
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days by a diet maintenance in calories, and con- 
taining 300 grams of carbohydrate per day. 
With respect to the glucose tolerance test prepara- 
tory diet, I might say parenthetically that we 
are well aware that normal carbohydrate tolerance 
can be preserved at carbohydrate intake levels 
which are far below 300 grams per day. We think, 
however, that the diet which precedes a glucose 
tolerance test (a must have a sufficiently safe 
plethera ot carbohydrate that It 1S capable of 
awakening the dormant beta cells of anyone who 
may have been restricted in dietary carbohydrate 
for weeks or months and tn what r the 
pletheric level whicl le ‘d upon, it 
should be 
In the 51 wl provi the data for 
present re port cortusone employed 
Lhe cortisone-glucose t yleran test was as fol- 
If the subject weighed | than 160 pounds 
I ortisone 
ance 
exceeded 160 


at both 


tolerance 


tolerance 


IS required 

provide such 

no other wi ample, what, under cond 

1S 
confidently diagno 

of diabetes mellit 

nature in a larg 

been carried 

classification 

above. we regard 

cose tolerance 

milligrams per cent 

140 milligrams per cent or highet 

half hours, 120 milligrams per « 

two hours (Fig. 1 \ curve 

at one hour and below 110 


sarded as indicative of normal 
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the two-hour value falls between 110 and 120 Table IV demonstrates the case of a six-month- 


milligrams per cent we classify it as belonging old child with furunculosis for six weeks and gly- 


to a special group which we designate as probabl: cosuria for two weeks. The first hour value of 


diabetes. the glucose tolerance test is not quite 160 but the 


A- STANDARD PREP. DIET 
B- ‘TRUE’ BLOOD SUGAR 
(SOMIOGY!) 








| 








| —DIABETES 








re 
120 


~ NaRL cenoeaned DIABETES 
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NO DIABE 
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Fig. 1. Criteria used for interpretation of glucose tolerance tests 


TABLE II 


L.H., Male, Height 6 feet 2 inches) 


he criteria which we have indicated as being 
diagnostic of diabetes are in close agreement with 
those careful studies of this problem reported by 
Mosenthal and Barry,’* and by Moyer and Wo 
mack.'® Our own experience over the past twen 
ty-five years indicates that the 160, 140, 120 cri 
terion (Fig. 1) has never missed. 

Table II shows the importance both of a one 
hour value over 160 and a two-hour value ove 
120. Eleven years later the curve was obviously 
diabetic 

Table III shows the importance of the two- 
hour value of 120 or above. Even by our own 
criteria, the one-hour value should have been 
160 or above for a diagnosis of diabetes. Never- 
theless, one month later islet cell decompensation 
occurred and the diagnosis was evident. The 
third curve is one obtained for comparative pur- 


poses seven years later. 


1400 


second hour value is significantly delayed The 
furunculosis and glycosuria then disappeared and 
the boy was well until the age of fourteen when 
within one week he progressed from polyuria and 
polydipsia to diabetic coma. If at the age of 
twelve, someone had noted capillary microaneur- 
isms in his fundi, this case could have been used 
erroneously to illustrate the appearance of vas 
cular lesions before any defect in carbohydrate 


metabolism had been known 


rABLE III 


(G.B., Male, Height 5 feet 5 inches) 
Weight 


Aprill934 
May 1934 
1941 


Table V_ represents the case of a thirty-nine 
year old woman whom we diagnosed as renal ols 
cosuria in 1938. The test was repeated three years 
later and one notes that while the first hour valu: 
never went above 153, the second hour value of 
130 made this curve extremely significant. Eleven 
years later diabetes was obvious. 


We mentioned that when the two-hour value 
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TABLE IV\ 


(F P.. Vale) 


falls 110 


probable diabetes 


and 120 designate this as 


lable 


one-hour 


between we 
VI 


value of 


represents a Cas 


in point. A 170 and a tw 


hour value of 115 were obtained in 1934. Twi 


years later the one-hour value was about the 


same but the two-hour value indicated 


delay in the patient's capacity to clear the blood 


of a glucose load I'wenty vears late1 


a normal fasting blood sugar) the diagnosis 


diabetes mellitus was clear 


rABLE \ 


KX., Female, Height 5 feet 3 inches 


VII 
1938, 


Eleven days later. 


Che last example Table tells an 
On March 18, 


of diabetes mellitus was cleat 


inter 


esting story the diagnosis 
with no treatment of any kind, pancreatic com 
pensation occurred and the only thing abnormal 
with a 112 
1939 and 1941 


glycosuria was found but nothing was done about 


was a slight two-hour delay level of 


indicating probable diabetes. In 
it Thus, from 1938 to 1946 the patient was un 
In 1946, he had 


furunculosis with polyuria and polydipsia and an 


treated and was asymptomatic. 


eight-pound weight loss. He again recompensated 


without treatment. One year later he developed 
an abscess of the abdominal wall, his fasting blood 


sugar was found to be 350 milligrams per cent, 


and treatment with insulin was begun A year 


Ocrtoser, 1958 


STATE IN MAN—CONN 


When 


presence ot 


later there was retinitis proliferans one 
| 


speaks of diabetic retinopathy in the 


normal glucose tolerance it will be well to remem- 


ber marked by 


think 


definition of 


which is 


( »¢ 
1958 | 


this series 
March 29, 


too, that the 


the curve in 


the date of that this 


illustrates, old diabetes 


mellitus, a state of continuous hyperglycemia and 


glycosuria, is not only antiquated but dead—-de 


Spite the fact that many of our present-day clini 


] i} 
Cal experts still embrace it 


ir knowledge 


IS Increases we 


existence at a 


d 


ing diabetic patient 


we have been able 


ine obser 


ations 


Figure 2 shows the results of the standard base 


glucose tolerance test (not the cortisone-glu 


line 


cose tolerance test but the ordinary glucose toler 


ance test) when applied, on the one hand, 


the 


no diabetes in 


close relatives of diabetic patients and, on 


other, to 125 people who know of 
their families. Note that among the 


healthly 


cent are already 


1 
apparent \ 


12 


relatives of known diabetic patients, 


per diabetic without knowing it 
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Another 4 per cent are probably diabetic and we 
shall have more to say about this group later. 
Thus, somewhere between 18 and 22 per cent of 
close relatives of diabetics are themselves already 


RELATIVES OF 
KNOWN DIABETICS 
87 SUBJ 
302 (78%) -NORMAL 
71 (1896)-DIABETES 


14 (4%)-PROB. DIABETE 





T T T 


— 











BLOOD SUGAR 
MG /100CC 


Standard 


diabetic. Of 125 subjects with no known family 


history of diabetes only 


one subject showed a 
diabetic glucose tolerance test and only one more 
had a 

diabetic. 
the control group stands in marked contrast with 
the 22 


curve indicating that he was _ probably 


This figure of less than 2 per cent in 


per cent figure found among relatives of 
known diabetics. 

Thus, before ever getting to the cortisone-glu- 
cose tolerance test, very significant conclusions can 
the 


If one wishes to detect 


be tolerance 


elucose 
the unknown and 


undiagnosed diabetics in this country the area is 


drawn from standard 


test. 
all marked out for him. Mass screening programs 
of the general population seem a bit cumbersome 
when one already knows that he can obtain an 
18 to 22 per cent positive yield by concentrating 
initially on a well delineated population group. 
The fact is that if local, urban, state or even na- 
tional registries were set up for diabetic patients 
one could, within just a few years, detect essen- 
tially all of the undiagnosed diabetics in this coun- 
try. This is true because if all of the close rela- 
tives of known diabetics were to be screened this 
of 


A similar screening procedure 


would detect the un- 


year we vast majority 
known diabetics. 
during succeeding years would give rapidly de- 
creasing percentage yields until we arrived at a 
figure representing new cases which had developed 


during that particular year. 
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Before leaving Figure 2, let me outline what we 
have done with these various groups. Obviously, 
the group of seventy-one patients who already 


exhibit diabetes do not require a cortisone-glu- 


NO KNOWN DIABETIC 
FAMILY HISTORY 
| 


123 (98%)- NORMAL 
| €19%)- DIABETES 
| (1% )- PROB. DIABETES 


> 2 


HOURS 


2'h 


tolerance tests 


cose tolerance test. They are, therefore, elimin- 


ated as far as the studies for diabetes susceptibility, 
are concerned. Our major interest from now on, 
then, is concerned with the 302 subjec ts who have 
perfectly normal glucose tolerance tests, and with 
the 123 control subjects who have an almost iden- 
tical baseline glucose tolerance test that 


as 


ot 


eX- 


hibited by the non-diabetic segment the rela- 


tives of known diabetics. 

The cortisone-glucose tolerance test is applied 
to both of these non-diabetic groups as a possible 
measure of susceptibility to diabetes 

Figure 3 shows the results of the cortisone-glu- 
of 


and 


in non-diabetic relatives 


There 


fifty-nine subjects in the group, every one of whom 


cose tolerance test 


known diabetics. hundred 


are two 
has a perfectly normal baseline glucose tolerance 
test. Before interpreting these results two points 
should be emphasized regarding criteria. First, re- 
gardless of what we believe there are some who 
surely, that the 160, 140, 120 line 


the upper line of the shaded area 


will not agree, 
is sufficiently 
high to be certain that diabetes mellitus exists. On 
the other hand, there will be unanimity of opinion 
that a curve falling below the lower line of this 
area, namely, 160, 135, 110, would certainly be 
indicative of the absence of a defect in carbohy- 
drate metabolism. Thus, we shall now be dealing 
with a group of people which everyone will agree 


is Not diabetic. Second, the reader will note that 
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a new 


This 


runs from 160 at one hour to 140 at two hours. 


higher line has been added. line 


This is the line of demarcation which initially we 


set arbitrarily as separating a positive cortisone- 
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It will be seen that 


and 2 


sixty-four individuals, or 25 per cent, 


ave a negative response lines l 
lines 


+) gave a positive response 


259 SUBJECTS 








195 (75% )NEGATIVE RESPONSE (1)- @ 
64 (25%)POSITIVE RESPONSE (3)-(4) | 











MG/ 100 CC 
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Fig. 3 


of known diabetic patients 
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Results of the cortisone-glucose tolerance t 
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101 (97%)-NEGATIVE RESPONSE (1)-@ 
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history. 


Fig. 4. Results of 


known diabetic family 


Thus, 


an individual to react positively to 


glucose tolerance test from a negative one 


in order for 
this test, his baseline glucose tolerance test must 
fall below 160 milligrams per cent at one hou 
and 110 milligrams per cent at two hours and his 
cortisone-glucose tolerance test must be above 160 
and above 140 two hours. 


at one hour at 
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cortisone-glucose 




















HOURS 


tolerance test in with 


people 


y= 


the 


cent positive responders among non-diabetic ré 


When one now compares hngure 


73 per cent of the subjects 
while 


4 and 


ot » per 


id- 


tives of diabetics, with what is found in the con- 


, 
his test 


trol group he becomes confident that t 
making some type of important distinction amon 


non-diabetic relatives of 


Figure } it will be observed 


that although the 


¢ 


diabetic patients In 
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baseline glucose tolerance tests are identical, 97 
per cent of the control subjects give a negative 
response. Thus, less than 3 per cent of the con- 
trols react as 25 per cent do when there is a 


cortisone-glucose tolerance test. It will be ob- 
served that even these two individuals had almost 
a positive cortisone-glucose tolerance test. Obvi- 


ously, only the future holds the answers that we 


14 SUBJECTS WITH PROBABLE DIABETES 
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5. Glucose tolerance tests 


CGTT 


Fig. 
tests 


TABLE VIII. 
EFFECT OF OBESITY ON GLUCOSE TOLERANCE 
(J.D., Male, 48 years old) 


Glucose Tolerance Test 
Overweight 
Per cent ) | 


' 


314 
140 
230 
135 


This 


than 3 per cent for the control group may drop 


family history of diabetes. figure of less 
to less than 2 per cent since it now appears that 
one of the three subjects who gave a positive re- 
sponse may have found a diabetic patient in her 
family. 

Now 


glucose 


the 
the 


what 
about 


let us (Fig. 5) see cortisone- 


tolerance test says fourteen 
people whose baseline glucose tolerance tests fall 
into the group which we have classified as prob- 
able diabetes. This, you will recall, was defined as 
the curve in which the two-hour blood sugar value 
falls between 110 and 120 mnlligrams per cent. Of 
the fourteen individuals, twelve (86 per cent) gave 
a positive cortisone-glucose tolerance test (curves 
3 and 4). Curve 1 is that of the other two sub- 
jects on the baseline test and curve two is their 
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(GT 


T) and cortisone-glucose tolerance 


would like to know here, but it is very significant 
that 86 per cent of those that gave a borderline 
baseline test were positive on the cortisone-glucose 
tolerance test. This figure (86 per cent) is to be 
compared with the figure of 25 per cent positive 
cortisone-glucose tolerance tests when the baseline 
curve was normal and there was a family history 
of diabetes. 

We have evaluated the cortisone-glucose toler- 
ance test in another very interesting group of pa- 
tients. Table VIII was published nineteen years 


16 Some of the more mature readers will re- 


ago. 
call a group of publications by Newburgh and 
myself between 1937 and 1940 which dealt with 
the effect of weight loss and weight gain upon 
carbohydrate tolerance of obese, middle-aged di- 
abetic patients. The data on Table VIII exempli- 
fies what One 


normal 


we observed many times. notes 


that a diabetic curve reverts to with a 


return of the weight to normal. As weight is re- 
gained the test becomes typically diabetic again 
and again reverts to normal with the attainment 
that 
these people are diabetic to begin with, we thought 


of a normal weight. Inasmuch as we know 


it would be of interest to see what the cortisone- 


glucose tolerance test says about them after weight 
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reduction has brought back normal tolerance for the fact that three of these subjects failed to give 
carbohydrate by the standard test. Figure 6 shows a positive, response. On Figure 7 is shown the 
the results of this experiment upon nineteen sub- data on the sixteen positive responders and on 


jects whose diabetic glucose tolerance curves re- the three negative responders. The results in the 


16 (84%) -POSITIVE RESPONSE 
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Fig 6 Cortisone-glucose tolerance tests in obese diabetic patients alter 


19 SUBJECTS 
16 (84%) POSITIVE RESPONSE ce, NEGATIVE RESPONSE 
(1) GTT BEFORE WT. LOSS 
(2 GTT AFTER WT. LOSS 


(3) C-GTT AFTER pee LOSS 
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SUGAR 





BLOOD 


Fig. 7 Cortisone-glucose toleranc 
weight 


verted to normal after loss of weight. The middle latter group may mean that they had 
curve is the one obtained before weight loss and sufficient return of reserve islet cell functi 
is, of course, typically diabetic. The lower one is they were able to resist the stress placed 
that which was attained after weight loss and islets by the cortisone-glucose tolerance 
the upper one is the cortisone-glucose tolerance could mean that a different mechanisn 
test done at the same lower weight and just a sible for the original loss of carbohydrate t 
day or two after the standard glucose tolerance in this sub-group. It could also mean 
test was done. It is to be noted that sixteen of the basis of the criteria as they 

the nineteen individuals, or 84 per cent, gave a can expect no more than about 8+ per 


positive response. More interesting than that is acy in picking out the potentially dia 
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ual. But even 84 per cent would be acceptable 
temporarily. At this point it would be well to 
remember another figure (86 per cent) that was 


emphasized earlier. This was a figure of 86 per 


cortisone-glucose tolerance test would have indi- 
cated correctly that she would eventually become 
diabetic. 


Figure 8 shows a typical example of individual 


TABLE IX. OBESITY, DIABETES, LOSS OF WEIGHT AND THE CORTISONE-GTT 
(Female, 5 foot 1'5 inches) 


Time 


Oct. 1952 

Mar. 1953 

Mar. 1953 Cortisone-GTT 

Mar. 1954 
Cortisone-GTT 


1 hr, by .| 2 hrs. 


198 5 120 
167 55 86 
284 258 213 
238 § 138 
306 297 278 


O_GTT 
@ CORTISONE-GTT 
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Fig. 8. Progression to diabetes mellitus in one year. Example of subject who 


developed diabetes mellitus as forecast 


by 


the cortisone-glucose tolerance test, 


demonstrating the normal baseline glucose tolerance test and the positive cortisone- 


glucose tolerance test. 


cent positive reactors among people whose base- 
line curves we classified as “probable diabetes.” 
Table IX shows another aspect of the problem 
of obesity, diabetes and loss of weight. This very 
obese woman was diabetic by our criteria in Oc- 
tober, 1952. During the next six months she lost 
22 pounds and compensated sufficiently to exhibit 
a normal standard glucose tolerance test. The 
cortisone-glucose tolerance test, however, was posi- 
tive. One year later, at the same weight, the 
standard glucose tolerance test was clearly diabetic 
and the cortisone-glucose tolerance test was posi- 
tive. This is of particular interest since it shows 
that return of normal carbohydrate tolerance afte1 
weight loss as measured by the standard glucose 
tolerance test in an obese middle-aged glycosuric 
patient, does not mean that progressive loss of tol- 
erance will not occur with time even without gain 
of weight. In fact, this has been the result in 
many of the cases that we reported twenty years 
ago. The other point of interest here is that had 
this patient been seen first in March of 1953, the 
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subjects who have gone on to develop diabetes 
mellitus as the cortisone-glucose tolerance test had 
suggested that they might. It demonstrates the 
normal baseline glucose tolerance test and the 
positive cortisone-glucose tolerance test in Septem- 
ber, 1956; and in October, 1957 undoubted dia- 
betes mellitus. 

Figure 9 emphasizes the probable importance 
of a one-hour blood sugar level of 170, all other 
parts of the curve being normal. Most experts 
in our field would consider the number 1 curve-in 
1956 as normal. The cortisone-glucose tolerance 
test was positive. Two years later the patient was 
clearly diabetic. Obviously long-term studies of 
this nature will allow all of us to sharpen up our 
present criteria for the presence and absence of 
diabetes mellitus and to discard outmoded ones. 

We have been able, to date, to do follow-up 
glucose tolerance tests and follow-up cortisone-glu- 
cose tolerance tests in seventy-one subjects who 
were related to diabetic patients, but whose stand- 
Table 


ard glucose tolerance tests were normal 
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X). Of these seventy-one non-diabetic relatives als without a family history of diabetes. However, 
of diabetics, thirty had shown a positive cortisone- the numbers in these groups are too small to lend 


glucose tolerance test, and forty-one a negative significance to any conclusions about this phe- 


one. Up to May 1, 1958, 4 (13 per cent) of the nomenon. 
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Fig. 9. Demonstrates progression to diabetes mellitus in two years. Norma! 
glucose tolerance curve and positive cortisone-glucose tolerance test 


thirty with positive cortisone-glucose tolerance tests TABLE X. OVER-ALL FOLLOW-UP RESULTS IN THI 
have developed diabetes and three more 10 pei GROUP OF NON-DIABETIC RELATIVES 

cent) have developed the curve which we classify (1 to 4 years 

as probably diabetic. Of forty-one negative re- 

actors with a family history of diabetes, only one 

person (2 per cent) has developed an abnormal 

curve. Thus, of thirty positive reactors, 23 per 


cent have developed diabetes or probable diabet 
while only 2 per cent of the negative reactors are Discussion 


now diabetic. Of the control group (no family Since the beginning of this project, back in 
ginning t, be 


history of diabetes and a normal glucose tolerance 1950, we have had one major objective. It has 
test none so far retested has developed an ab not been to devise a test which would measure 
normal curve hus, even after five years witl the reserve functional capacity of the pancreatic 


this type of study, while the direction of | th beta cells. It has not been to be able to say that 


results seems clear, the numbers are still too small Johnny will and Mary won’t develop diabetes 


to be certain of their meaning. But persistent Our goal has been to find Johnny and to study 


follow-up ef these various groups and sub-group him and-waee Bhe hiss. The maior obiective hus 


— . f > > ’ ove . . ™ , : ss > 
over the next five years will give much more in been to pinpoint the potential diabetic before the 


formation than has been obtainable in the first disease is evident by present testing methods in 
ve nO , » . . ¢ > f 1e , 
five-year period because of the very nature of th order to study what processes exist to make this 


study, particular individual vulnerable to various tactors 
Finally, we have observed a very small group which precipitate the clinical syndrome. Clearly, 

of positive reactors and a very small group of the ultimate goal of all studies which concert 

negative reactors (both with family histories of themselves with the etiology of disease is preven- 

diabetes) which have, upon repeated testing with tion or cure of that disease 

the cortisone-glucose tolerance test, varied back Our own purposes and goals, therefore, have 

and forth between positive and negative responses defined for us the so-called “pre-diabetic state.” 


This type of instability of carbohydrate metabolism In an individual destined to become diabetic, the 


has not been observed ai all in any of the individu- pre-diabetic state must be regarded as _ existin: 
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from the time of conception to the time that a 
definitive diagnosis can be made by present meth- 
ods of testing. Thus defined, the pre-diabetic 
state becomes a target which will continue to move 
toward the goal of eventual complete understand- 
ing. What may be regarded as pre-diabetic today 
will later be shown to be a clear manifestation 
that the disease is present. For example, there is 
now but one way to make a clinical diagnosis 
of diabetes mellitus with certainty. It is to demon- 
strate diminished tolerance for carbohydrate un- 
der certain standard conditions. Even here, ther 
is room for argument as to what does and does 
not constitute diabetes mellitus. Let us assume, 
however, that over the next five to ten years 
the cortisone-glucose tolerance test, or some modi- 
fication of it, can be shown to predict accurately 
those individuals who will eventually loose carbo- 
hydrate tolerance and become diabetic by present 
criteria. Would we then not be justified in chang- 
ing our criteria for the diagnosis by instituting the 
cortisone-glucose tolerance test as the more sensi- 
tive indicator of abnormal carbohydrate tolerance? 
We would then be making the diagnosis of dia- 
betes at a much earlier time in the lives of these 
individuals and perhaps we could learn to do 
something of value for them during this period 
which we now call latent. The pre-diabetic state 
would then be changed to that period of time 
which exists before the cortisone-glucose tolerance 
test becomes positive. What I wish to say is that 
the pre-diabetic state must be defined in terms of 
both time and objective manifestations; each new- 
ly discovered manifestation taking us further back 
into the pre-diabetic state. At the present time 
the index which takes us back the furthest into 
the pre-diabetic state is the remarkable correlation 
between very large babies at birth and the very 
high incidence of future diabetes in the mothers 
of these children. But other indices which can 
be applied to our enormous pre-diabetic popula- 
tion must be found. 

One can say now without question, we believe, 
that there is an hereditary aspect involved in dia- 
betes mellitus. Thus, the prediabetic state exists 
from the moment that the ovum is fertilized to 
the time that we can justify a clinical diagnosis 
Hoet,*." Jackson*®** and 
others have emphasized the probable importance 


by whatever means. 


of the in utero environment upon the fetus. It 
has been suggested that this congenital aspect 
(the as yet unknown abnormality contained in 
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the pre-diabetic mother which influences the fe- 
tus) may have even greater importance than the 
hereditary one itself. I think it is best, in the 
light of present knowledge, to regard the heredi- 
tary aspect as basic and to consider that from the 
time of conception to death there occur many 
influences which can bring to the clinical horizon 
evidence that the diabetic syndrome exists. Among 
the poorly understood influences which may bear 
importantly upon the future status of the heredi- 
tarily determined pre-diabetic individual are (1 

the nature of the in utero environment of the pre- 
diabetic mother which produces large babies and 

or hyperplastic islets of Langerhans*' and (2) the 
modi operandi of the various stressful situations 
known to be associated with decreases of carbohy- 
drate tolerance in pre-diabetics, i.e., infection, pu- 
berty, pregnancy, and obesity. 

A major first step must consist of an ability to 
find the so-called pre-diabetic individual. While 
perfectly true, it is grossly insufficient to point out 
that a pre-diabetic female can often be spotted 
thirty years in advance of her loss of carbohydrate 
tolerance by the fact that she has delivered a 
10% pound baby. Similarly, the fact that the 
islets of Langerhans of many infants born of pre- 
diabetic mothers are hyperplastic*' (as indicated 
by the still-born babies of this group) simply gives 
further evidence that important influences are at 
work for many years before tolerance for carbo- 
hydrate diminishes by our present methods of test- 
ing. But do we not already recognize this to be 
a fact if we accept heredity to be a basic influence? 
We know, of course, that the defect in the meta- 
bolism of carbohydrate may begin sixty years after 
birth or only three months after birth 

Finally, it should be made clear that in present 
ing this data, we have not implied that glucocorti- 
coids are important in the etiology of diabetes mel- 
litus. The cortisone-glucose tolerance test has 
been devised and is being used as a technical in- 
strument of detection. When used in a standard 
way it seems to separate the non-diabetic relatives 
of diabetic patients into groups which are dis- 
tinctly different from the groups which are found 
when the same test is applied to people with no 
known family history of diabetes. Only long-term 
future observations on members of these various 
groups will tell us whether or not this test, or 


some modification of it, will be capable of detect- 


ing at an earlier age the great masses of people 


who are to make up our future diabetic popula- 
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tions. When we can detect the pre-diabetic with 
reasonable certainty, only then can we justify the 


use of therapeutic o1 prophylactic measures de- 


signed to prevent the disease or, at least. to pre 


vent the “decreased-insulin-activity-aspect”’ of 


the disease that aspect about which we know 
the most We believe that the present study 
represents a move, minute as it may be, 


right direction. 
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RECORD MILLION ENTER 


More people entered Michigan hospitals in 195 
than ever before, the Michigan Hospital Association 
reported Wednesday 

For the first time more than a million patients were 


recorded— 1,007,288. 


The association’s questionnaire sent to 250 hospitals 
1 I 
in the state showed that the number of people entering 
hospitals is rising faster than the state’s population 
Twelve years ago the admission rate was 104 patients 
per 1,000 population. Last year it was 129 per 1,000 


The number of babies was another all-time high 
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total of 208.063 births was recorded, beating 


figure, the record unti] then, by 3,699 


The cost of hospital ca up almost 21 millior 
dollars in 1957, with a total $314.348.955 spent 
for patient care and child deliveries 


The association reported that the cost of providing a 
day's care for a patient has nearly tripled since 1946 


The figure then was $11.10. In 1957 it was $30.27 


a day 





Diabetic Acidosis 


| pareniaben ACIDOSIS* is a true medical 
emergency, for without prompt treatment the 
mortality is high. In this paper we shall present 
its clinical picture and outline some of the prin- 
ciples of management that we follow. Charac- 
teristically, its threat is ever-present in the juven- 
ile and slender adult with diabetes. Obese adult 
diabetics are relatively resistant to ketoacidosis. 
Adequate amounts of carbohydrate are not util- 
ized at the cell level because of a deficiency of 
insulin. Both protein catabolism and glyconeo- 
genesis increase. Fat mobilization is stimulated and 
acetyl-CoA production by the liver out-strips its 
consumption in the Krebs cycle. This results in 
the production of ketone bodies (acetoacetic acid, 
beta-hydroxybutyric acid). Their accumulation 
causes ketonemia. Ketonemia plus the renal loss of 
fixed base gives rise to a metabolic acidosis. Renal 
osmotic diuresis secondary to heavy glycosuria and 
solute load contributes to the severe intracellular 
and extracellular dehydration. 


Precipitating Factors 


In the known diabetic, acidosis is usually initi- 
ated by some form of stress. If the diabetes is 
poorly controlled, this stress need only be mild. 
In the well-controlled patient, severe stress usually 
is necessary. Childhood diabetes often is ushered 
in by acidosis. In this situation the relationship 
of acidosis to insulin deficiency is clearly seen. 
Similarly the erroneous omission of insulin in a 
known diabetic is a common precipitating cause. 


Case Reports 


Case 1.—A. M., HFH#233743: a forty-one-year-old 
housewife with diabetes of three years’ duration was 
admitted for treatment of diabetic acidosis. Forty-five 
units of NPH insulin was her usual daily dose. It 

From the Division of Metabolic Diseases, Henry Ford 
Hospital, Detroit, Michigan. _ i Ay 

Dr. Green is Assistant Resident in Medicine and Dr. 
Whitehouse is Associate Physician, Henry Ford Hospital. 

*The eighty-six episodes of diabetic acidosis com- 
mented upon in this paper include only those cases 
with an initial CO:-combining capacity of 15 meq. 
or below. In fifty-eight episodes (67 per cent) the initial 
CO.-combining capacity was 10 meq. per liter or less. 
Two cases are included without initial CO: values be- 
cause of their classical picture. 
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had been omitted on the day prior to admission because 
of vomiting. On examination, the patient was acutely 
ill, drowsy and dehydrated. The admission blood sugat 
was 500 mg. per cent and the CO,-combining 
capacity was 11.6 meq. per liter. The undiluted serum 
acetone was moderately positive. After restoration of 
fluid and electrolyte balance and administration of 230 
units of regular insulin, she made an uneventful recovery 


Comment.—This_ patient reasoned __ illogically 
that no insulin was necessary because of vomiting 
and decreased food intake. Fear of hypoglycemia 
caused this. The omission of insulin thus sealed 
her fate; acidosis followed. Nausea and vomiting 
mean stress and stress means increased insulin 
need. Omission of insulin has precipitated acidosis 
fifteen times (18 per cent) in our series. We ad- 
vise our diabetics to continue their usual dose of 
insulin under such circumstances and use frequent 
small feedings of some carbohydrate-containing 
beverage (i.e., ginger ale, milk, et cetera). If 
glycosuria is heavy, extra doses of quick-acting 
insulin are prescribed. Omission of insulin in the 
face of an increased need always aggravates the 
metabolic upset. A vomiting diabetic has acidosis 
until proven otherwise. 


TABLE I, DIABETIC ACIDOSIS PRECIPITATING CAUSES 


(86 episodes) 


Infection 

“Poor Control’’ 
Omission of insulin 
Undiagnosed diabetes 
Emotional upsets 
Pregnancy 
Undetermined 


Other precipitating factors include infection, 
pregnancy, poorly-timed surgery, myocardial in- 
farction and thyrotoxicosis. In a few patients, 
nothing more than a family quarrel or other emo- 
tional disturbance was necessary to precipitate this 
emergency. Table I indicates the precipitating 
cause of eighty-six episodes of acidosis occurring 
in fifty-three patients seen from January, 1953 
to March 1, 1958, at the Henry Ford Hospital. 


Clinical Picture 


The development of ketoacidosis may take hours 


or even days. The patient often observes pro- 
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gressive glycosuria and the symptoms of uncon- 
trolled diabetes. When acidosis is present, the 
main subjective complaints are nausea, vomiting 
and thirst. Air hunger is usually described by the 
patient as “shortness of breath.” Pain in the ab- 
domen is common. Vomiting is almost universal. 
being present in 90 per cent of our cases. 

The patient is acutely ill. He lies quietly. 
Consciousness is impaired to some degree, rang- 
ing from lethargy to deep coma (Table II). The 
state of consciousness does not parallel the bio- 
chemical derangement but does affect the prog- 
nosis.° Mania and convulsions have been de- 
scribed but are rare.© The fruit-like odor of ace- 
tone is detected on the breath and deep Kussmaul- 
type respirations are present. The skin is hot, 
dry and flushed. Its lack of turgor indicates de- 
hydration, as do the soft eyeballs, dry tongue and 
collapsed veins. The peripheral pulse is rapid and 
thready. Body temperature may be high, normal 
or low, depending upon the precipitating factors, 
the state of hydration and the adequacy of the 
circulation. It is often found elevated only after 
fluid therapy has been started. Fever generally 
indicates infection. Abdominal tenderness is com- 
mon and may be well localized. Impacted scy- 
balous feces distend the rectal ampulla. A suc- 
cussion splash in the epigastrium points to gastric 
dilatation. Funduscopic examination may reveal 


the milky vessels of lipemia retinalis. 


This desc ription is a typic al one. However, some 
non-conformists will walk into one’s office and 
vomiting may also be absent in other instances 
The signs and symptoms may merge with those 


of the antecedent illness. 


Case 2 D. L.. HFH #865964 walked into our office 
one afternoon He is twenty years old and has had 
diabetes for two years, allegedly well-controlled with 
tolbutamide Constipation was his chief complaint 
Physical examination demonstrated marked emaciation 
a weight loss of twenty-five pounds and hyperpnea. The 
elbows and knees bore the lesions of xantomata diabe 
ticorum and funduscopic examination revealed lipemia 
retinalis. The initial blood sugar was 260 mg. per cent 
and a CO,-combining capacity was 2.1 meq. with an 
undiluted serum acetone of 4+ \ serum cholesterol 
was 1265 mg per cent Recovery occurred after 300 
units of regular insulin and 3 liters of intravenous 
fluid. Currently, he is well regulated on 25 units of 


Lente insulin daily. The hyperlipemia has cleared 


Comment.—Constipation was due to dehydra- 


tion. In spite of severe biochemical derange- 
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TABLE II. DIABETIC ACIDOSIS STATE OF 
CONSCIOUSNESS AT TIME OF DIAGNOSIS 
86 episodes 
Alert 15% 
Lethargic to semicomatose 59% 


Comatose 6% 
Not stated in record 20% 


ment, this patient walked into the office. Always 
consider acidosis in the acutely ill diabetic patient. 


Laboratory Findings 


When diabetic acidosis is suspected, blood is 
obtained for sugar, CO,-combining capacity, non- 
protein nitrogen (NPN) and a hemogram. The 
serum acetone test is performed at the bedside. 
[his test most accurately prognosticates the sever- 
ity of the ketosis. The blood sugar elevation and 
lowered alkali reserve do not accurately reflect 
the gravity of the acidosis. The serum acetone 
test also is a rough index of subsequent insulin 
requirement and is valuable in differential diag- 
nosis. The results are available in minutes, per- 
mitting immediate therapeutic decisions.“7 The 
blood sugar is always elevated and the CO, is 
depressed, but hyperglycemia with a lowered CO 
is not synonymous with diabetic acidosis 

Case 3 R. M.. HFH #739456, a thirty-three-year- 
old dietitian was admitted to the Henry Ford Hospital 
semicomatose with Kussmaul respirations She had 
known diabetes of sixteen vears’ duration. There was 
acetonuria The initial blood 


t+ glycosuria and 


sugar was 500 meg ver ce and the CO.-combining 


capacity was 2.9 meq. The plasma acetone was negative 


to a trace Later an NPN was found to be 188 mg 


per cent [The diagnosis was renal acidosis secondary 


to diabetic nephropathy Only 75 units of crystalline 
nsulin was needed to control her hyperglycemia Death 


from uremia occurred three days later 


Comment.—-Progressive renal failure is common 
in patients with long-term diabetes. Both uremic 
and diabetic acidosis give nausea, vomiting, stupor 
and dehydration. It is not uncommon-for hyper- 
elycemia to be striking when such a patient pre- 
sents himself. Under these conditions the only 
simple reliable means of distinguishing the two 


With a sug- 


gestive clinical picture, the triad of hyperglycemia, 


conditions is the serum acetone test 


decreased alkali reserve and ketonemia is pathog- 
nomonic of diabetic acidosis. Renal acidosis will 
be present without significant ketonemia. On the 
other hand, pre-renal azotemia is not uncommon 
in diabetic acidosis 

There is usually a leukocytosis of 12,000 to 


10.000 per cu. mm. with an associated neutro 
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philia. In sixty episodes of acidosis in which 
white blood cell counts were obtained on admis- 
sion, forty-four cases (73 per cent) were over 
12,000. The highest recorded was 44,000. Prior 
to therapy, hyperkalemia, hyponatremia, and hy- 
pochloremia exist. Urinalysis reveals heavy gly- 
cosuria and ketonuria, as well as albumin and 
casts. In the fresh specimen, diacetic acid will 
be found. 


Differential Diagnosis 


Diabetic acidosis is suspected clinically, but con- 
firmed chemically. Every physician’s bag should 
contain the necessary materials to detect glucose 
and acetone. If the patient is a known diabetic, 
the problem is simplified. Therefore, the most 
cursory history should not omit this line of ques- 
tioning. The presence of 4+-glycosuria, strong 
acetonemia, with a compatible history and physical 
findings confirm the diagnosis of diabetic keto- 
acidosis. Immediate differentiation from hypo- 
glycemia is also vital. Misdiagnosis may be 
tragic. 


Case 4.—HFH #749538. This comatose ten-year-old 
boy was admitted to the Henry Ford Hospital for the 
treatment of diabetic acidosis. He had been transferred 
from an infectious disease hospital where the diagnosis 
had been made. One month previously the cardinal 
symptoms of diabetes had been noted but not appreciated 
Prior to admission, a sort throat developed, followed 
by abdominal pain and vomiting. With the occurrence 
of coma, the possibility of encephalitis was considered. 
and he was taken to the infectious disease hospital 
where the correct diagnosis was established. Before 
admission to the Henry Ford Hospital, 100 units of 
regular insulin had been given. At the time of his 
arrival, coma had been present for over twelve hours 
The skin was warm, dry and pale. Kussmaul respira- 
tions were present, and dehydration was extreme. Blood 
pressure was 65/20 with tachycardia and mild fever 
An acetone odor to his breath was noted. The admis- 
sion blood sugar was 564 mg. per cent and the CO.- 
combining power was 4.9 meq. Before his expiration four 
hours following admission, a total of 300 units of regular 
insulin and 2000 c.c. of intravenous fluid had been 
given. Stimulants were used without benefit. 


Comment.—The earlier the correct diagnosis 
is established, the better is the prognosis. This 
case illustrates the rate of development of diabetic 
acidosis and the diagnostic problem in the un- 
conscious patient. Diabetic acidosis must always 
be considered in the comatose patient. However, 
the majority of patients with diabetic acidosis 
are not completely unconscious. Once deep coma 
has occurred with acidosis, the prognosis worsens; 
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and unless treatment is vigorous and instituted in 
time, there will be irreversible changes. 

Appendicitis, intestinal obstruction, cholecystitis 
and other abdominal emergencies may not only be 
simulated by ketoacidosis, but may co-exist with 
it. In diabetic acidosis, the abdominal pain usu- 
ally appears after the onset of nausea and vomit- 
ing. In appendicitis, the reverse is usually true. 
Response to treatment is the only certain way 
to differentiate ketoacidosis alone from its con- 
comitant association with an intra-abdominal in- 
fection. Abdominal signs will persist if the latter 
exists, and a necessary operation may be carried 
out after the acidosis has been corrected. Surgery 
is contraindicated in the presence of intreated 
acidosis. Gastroenteritis may be distinguished by 
the presence of diarrhea, which is uncommon in 
uncomplicated acidosis. Acute pancreatitis and 
acidosis may occur together. 

In any stuporous or unconscious diabetic pa- 
tient, the lack of signs of dehydration and a 
rapid onset suggest hypoglycemia. Here the 
pulse is full, the skin moist, and a tremor present. 
Glycosuria may be present. When in doubt clini- 
cally, we draw blood for glucose, and give 25 to 
50 gm. of concentrated (50 per cent solution’ 
glucose intravenously while awaiting the blood 
sugar report. In the majority of cases with severe 
hypoglycemic shock, signs of improvement occur 
within ten to fifteen minutes. 

Neurological disorders, other metabolic diseases, 
and psychoneurosis enter into the differential diag- 
nosis of diabetic acidosis. In these conditions, if 
the serum acetone test is negative, the diagnosis 
of diabetic acidosis can be eliminated. This is 
true even in the presence of uncontrolled diabetes. 
Intoxications occasionally occur in the diabetic 
and must be appropriately identified. Salicylate 
poisoning may give a clinical picture strikingly 
similar to diabetic acidosis. Cohen has recently 


commented on this point.* 


Treatment 


If the diagnosis is made in the home or office, 
an initial dose of insulin can be given at once. 
It is feasible to start intravenous fluid while await- 
ing hospital admission. Many successful programs 
of treatment are in use; hence it is more im- 
portant to understand what is to be accomplished 


and how to do it than to memorize any specific 
set of rules. 


In every case, the patient must 
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be followed closely. The general plan of man- 
agement supplies the large amounts of insulin, 
water and electrolytes which are lacking. Cor- 


rection of any associated disease is carried out 


at the same time. The severity of the ketonemia 


is proportional to the total insulin need. We 
use large initial doses of insulin and follow this 
with smaller amounts after the blood sugar has 
fallen to near-normal levels. Normal saline solu- 
tion intravenously is used initially because of its 
general availability. This is followed by a more 
physiologic hypotonic solution.+ Solutions contain- 
ing glucose or fructose are not used at the be- 
ginning of therapy for several reasons: (1) They 
eliminate the use of the blood sugar as an indica- 
tion of chemical improvement. (2) They increase 
the extracellular hyperosmolarity which in turn 
aggravates intracellular dehydration. (3) They 
enhance renal osmotic diuresis and potassium loss. 
Glucose solutions are used only after the blood 
sugar approaches normal levels. When glucose is 
added to the program, potassium is given, for now 
the effects of hypokalemia may become manifest 
Insulin is administered initially at one to three- 
hour intervals, depending upon the need and re- 
sponse of the patient. Various guides including 
the blood sugar, serum acetone and urinalysis are 
used to follow the progress of the patient. We 
have rarely found it necessary to give colloidal 
solutions or vasopressor agents, even when hypo- 
tension exists. Expansion of the circulating blood 
volume with water and electrolytes always cor- 
rects it. 

We prefer to give 100 units of crystalline insulin 
initially if the undiluted plasma is 4+ for acetone 
Additional crystalline insulin is given when the 
blood sugar report is obtained, according to the 


following scale: 


Over 400 milligrams per cent—100 units 
Over 600 milligrams per cent—200 units 
Over 1000 milligrams per cent—300 units 


Quick-acting insulin (regular or crystalline 
must be used. All other hypoglycemic agents are 
unsuitable. Not over 100 units is given in a single 
site to avoid a depot effect. Intravenous admin- 
istration is unnecessary unless hypotension is pres- 
ent. The initial amounts of insulin are less in 


+Saline-Lactate Solution 
Normal saline 600 c.c. 
1 molar sodium lactate 40 c.c. 
Sterile water qsad ..1000 c.c. 
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the elderly patient and in the child where insulin 
resistance is less prominent. 

Three hours after the first insulin dose, blood 
is again tested for sugar and acetone. If reason- 
able improvement is not evident, the initial dose 
is repeated or increased. If the patient is worse, 
boldness is necessary. On the other hand, if 
there has been a 50 per cent drop in the blood 
sugar, only 50 or 100 units of additional insulin 
are given if the blood sugar still remains over 
200 mg. per cent. These tactics are repeated 
until the blood sugar is under 200 mg. per cent. 
At this point, 10 to 30 units of insulin are given 
every two to four hours, depending upon the de- 
gree of glycosuria. A steady decline in the plasma 
concentration of acetone also indicates adequate 
insulin effect. 


Case 5—F. C., HFH #786252, a man, aged fifty- 
one, with known diabetes of seven years’ duration was 
admitted to the hospital in diabetic acidosis. Admis- 
sion blood sugar was 405 mg. per cent and CO.-com- 
bining capacity was 7.8 meq. The serum acetone was 
strongly positive. Severe oliguria was present. He was 
hypotensive. After six hours and 275 units of regular 
insulin, the blood sugar was 720 mg. per cent. Only 
saline and saline-lactate solutions had been given. His 
condition was worsening In the next three hours, 550 
units of insulin were given, and nine hours after ad- 
mission the blood sugar was 540 mg. per cent 
The patient continued to receive large doses of insulin 
Fourteen hours after admission, following a total of 
1175 units of regular insulin, a blood sugar of 118 mg 
per cent was finally achieved The plasma acetone 
test at this time was negative His clinical course 
later was uneventful except for prolonged (forty-eight 


hours) anuria 


Commen rhis patient exemplifies the marked 


‘nsulin resistance occurring in acidosis. Despite 
“average” doses of insulin, his blood sugar con- 
tinued to rise and his condition worsened. It was 
not until vigorous insulin therapy was given that 
he recovered. Persistence of hyperglycemia and 
acetonemia indicates the need for truly large doses 
of insulin. The longer adequate insulin is de- 


laved, the more will be needed. 


Within six to twelve hours after initiation of 
therapy, many patients will be able to tolerate oral 
feedings. A few may do so earlier. Oral fluids 
should consist of fruit juice, milk broth or gruel 
given on an hourly basis. All of these contain 
significant amounts of potassium If additional 
potassium is indicated, it may also be given orally 


For patients who cannot eat, we use a 9 per cent 
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glucose solution, to which 20 to 40 meq. (never 
over 60 meq.) per liter of potassium has been 
added. This solution is administered at a rate 
of 250 to 350 c.c. per hour. 

A physician remains with the patient until the 
crisis has clearly passed. A wall chart displays 
the vital signs, level of consciousness, deep tendon 
reflexes, bowel sounds and hourly urinary output. 
Catheterization is carried out only if the patient 
cannot void. The deep tendon reflexes and bowel 
sounds are very rough guides of the level of serum 
potassium, and certainly no patient with a silent 
abdomen will be fed. Urinary output informs 
one of the state of hydration and the safety of 
potassium therapy. Intravenous potassium is con- 
traindicated if the urinary output is less than 25 
c.c. per hour. Gentle lavage of the stomach with 
warm water is advisable for the relief of gastric 
distention. This permits an earlier oral intake. 
Removal of a fecal impaction also gives much 
relief. Narcotics are contraindicated and seda- 
tives should be used cautiously. 

Hypoglycemia is not a common complication 
of treatment until the early stages have passed. It 
is easily corrected with 50 c.c. of 50 per cent glu- 


cose solution intravenously, followed by a liter of 


a 5 or 10 per cent glucose solution. If a patient 
under treatment is improving and then worsens, 
one should suspect either hypoglycemia or hypo- 
kalemia. The latter is evidenced by rapid, shal- 
low respirations, weakness, areflexia and electro- 
cardiographic changes. Hypokalemia is treated by 
intravenous potassium as indicated above or by 
supplementary oral potassium. Clinical hyperka- 
lemia is rare in diabetic acidosis and has not been 
observed in our experience. 

Vascular collapse results when great quantities 
of fluid have been lost. This is corrected by. water, 
insulin and electrolytes. Blood or vasoconstrictors 
are not ordinarily necessary nor are they particu- 
larly effective. Oliguria and anuria occur in 
severely dehydrated patients or in those with renal 
damage. This may become irreversible. In ad- 
dition to rehydration, the artificial kidney has 
been used.t Our experience indicates that the 
great majority will recover with adequate hydra- 
tion alone. 

If most of the repair solutions have consisted 
of saline alone, hyperchloremic acidosis may be 
present during the recovery phase. This is or- 
dinarily not serious and will be corrected by the 
renal excretion of the excess chloride. 
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Rarely, unconsciousness may persist for some 
time after the patient has recovered chemically. 
We have seen one such case in which the patient 
remained comatose for over twenty-four hours, 
despite the fact that her diabetes had been 
under fair control for the better part of a day. 
Lawrence has commented upon this.® 

Such a severe metabolic derangement as keto- 
acidosis makes itself felt in other ways. The ex- 
Diabetes 
becomes more difficult to control following aci- 


pectant mother often loses her child. 


dosis. We currently are caring for a patient with 
a painful paraparesis related to an episode of 
acidosis. Neuropathy is not an uncommon com- 
plication. Ditzel et al® have related retinal damage 
to acidosis. The prognosis for life, even in the 
severe case, is usually good with proper man- 
agement. Before insulin, patients whose alkali re- 
serve was less than 10 meq. per liter rarely sur- 
vived. In our series of eighty-six episodes taken 
from 1953 to the present, there were three deaths 
for a mortality of 3.5 per cent. Causes of death 
were: (1) hypokalemia, (2) irreversible acidosis, 
and (3) acidosis plus carcinomatosis. We have had 
more satisfactory results since the institution of 
our “diabetic acidosis team.”” A member of this 


team is called into action whenever a patient is 


admitted with diabetic acidosis, and it is his duty 


to remain with the patient until the danger has 
clearly passed. 


Summary 


Patients with diabetic acidosis are critically ill. 
The diagnosis must be quickly established and 
treatment initiated. Management should be en- 
ergetic, and the patient must be carefully fol- 
lowed until he is out of danger. Many complica- 
tions can occur with or from acidosis, and it is 
best prevented by rational and careful manage- 
ment of the diabetic patient. 


Addendum 


Method for Performing the Serum Acetone Test 
Serial tube dilutions of serum or plasma are prepared 
as follows: Full strength; one drop of plasma with 
one drop, three drops, and seven drops of water or 
saline. One drop from each tube is then tested with 
one of the commercially-available acetone test powders 
or tablets. The end point is read in thirty seconds 
Each result is graded from 0 to 4+. As one is follow- 
ing a patient with acidosis, the diluted specimens will 
indicate an improvement first, and finally the undiluted 


(Continued on Page 1437) 
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The Correlation of the Fall of Blood Sugar 
with the Reduction of Weight 


HE DEVELOPMENT of diabetes frequently 
follows obesity. The well-being of an in- 
dividual depends on his maintenance of normal 
weight. This is important not merely in the ques- 
tion of the possibility of developing diabetes, but 
also of developing many other ills—hypertension, 
cardiac accidents, arteriosclerosis et cetera. These 
accidents are not entirely prevented if a person 
carries normal weight all his life, but they occur 
more frequently in the obese. Life insurance com- 
panies figures have been proving this concept for 
a number of years. Prevention of obesity and pre- 
vention of its resulting complications, then, is 
much more to the point. 

If obesity does bring on hyperglycemia, this 
often can be corrected by placing an obese patient 
on a low caloric diet and thus reducing his weight 
to normal or near normal; for, if he keeps to a 
reasonably low diet, he can continue to carry a 
normal blood sugar level throughout the day 
The accompanying charts demonstrate this fact. 

It is well recognized that an individual nor- 
mally has a tendency to maintain a certain average 
body weight and that this average is maintained 
by the regular intake of water and food. The 
food is absorbed and liberated in the body meta- 
bolism in the form of heat and energy, this being 
constantly given off or lost. The excess foods are 
stored in the tissues in the form of combustible 
materials such as proteins, carbohydrates and fats, 
which are the readily available materials for the 
supply of energy when the food intake is not 
sufficient to supply the metabolic loss. In_ the 
first case, then, where the supply is in excess of 
the metabolic needs, there is storage——chiefly of 
fat, which results in weight increase; and in the 
latter case where the supply is inadequate, the 
storage materials are being used up and there re- 
sults a decrease in the body weight which, if car- 
ried far enough, we term as “wasting of the body.” 

In twelve cases of obesity (three men and nine 
women) concerning which a paper appeared? in 


1927—patients in whom the carbohydrate meta- 
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bolism had been studied by means of glucose tol- 
erance tests, the overweight ranged from 29 to 
115 per cent. There was no glycosuria in ten cases. 
The fasting blood sugar was normal in eleven, 
of which four were patients having diabetes of 
varying severity. The fasting blood sugar was 
above normal in but one who turned out to be a 
diabetic patient. Of the twelve cases of obesity, 
two were frankly diabetic and three were mildly 
diabetic or “pre-diabetic.” This shows a rather 
high incidence of diabetes in obesity cases. 
There seem to be three separate groups of obe- 
sity in which we deal, associated with the follow- 


ing Causes: 


1. The exogenous group which is perhaps the 
most common type—namely those taking in an 
oversupply of food for the body. To differentiate 
this type of obesity, we resort to the basal meta- 
bolism studies which, in these cases according to 
Means,® always evolve to be within normal limits. 


2. The endogenous group, in which an upset 


endocrine etiology is usually present. This, how- 
ever, is a rare condition—about one case in a 
thousand. Here we deal with a group belonging 
to thyroid deficiencies, myxedemas, which carry 
Obesity 


in myxedemas, however, according to DuBray. 


with them a low basal metabolic rate 


is less constant and striking than the undernutri- 
tion seen in hyperthyroidism. Following thyroidec- 
tomy, one frequently notices an increase in body 
weight. 

Next is the gonad deficiency group. This is 
quite common in the female sex after the onset 
of menopause and also in castrated animals and 
men. 

Then the hypophyseal deficiency group, char- 
acterized as the Frohlich syndrome. This is less 
well understood, due to the complexity of the 
gland and the functioning of its anterior and 
posterior parts The basal metabolic rate offers 
much information in all of these groups, being 


low. Organotherapy is possible in these groups 
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and offers much hope from the therapeutic point 


of view. 
This group described by Strauss and his co- 
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SUGAR— JOHN 
time) and the basal metabolism is found to be 
within normal limits. The metabolism in this 
group seems to be functioning in a very economic 
way and it doesn’t seem to depend either on the 
exogenous source of food nor any endocrine dis- 
turbance and can thus be differentiated from the 
other groups. 

When one is confronted with a case of obesity, 
two questions should enter one’s mind: Js it but 
an idiopathic obesity due to some of the previously 
described causes? or Is it a diabetic condition? 
Even though the patient may carry some of the 
earmarks of the exogenous, the endogenous or 
the idiopathic causes which might explain the 
reason for such an obesity, we have not done oun 
full duty to the patient if we have not included 
in such a study an evaluation of his carbohydrate 
metabolism, preferably by glucose tolerance test. 
In 1927 


glucose tolerance tests on obese cases. Of the 


I published? a chart representing twelve 
twelve, only four showed a frank diabetic curve: 
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workers® is tentatively designated as a true consti- 
tutional variety. Members of this group are unable 
to lose weight even on a very low caloric diet (600 


to 1,000 calories per day over a long period of 
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Patient S. K 


one showed a pre-diabetic curve and seven per- 
fectly normal glucose tolerance curves. Of the 
four diabetic curves, only one showed a fasting 


hyperglycemia, the rest showed normal fasting 
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blood sugar values. This emphasizes the impor- in his family. Glycosuria was found on life insurance 


tance of not accepting merely the fasting blood examination. His weight was 215 pounds which was 


; ; ‘ tnd 36 per cent overweight The first glucose tolerance 
sugar reading and forming an opinion on that 
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alone Glucose tolerance test is impe rative in test in 1928 frankly sh da diab sirve although 
astinge blood sus 
such cases. ta 1g bloox 


weight dropped to 160 pound hich was normal 


Figures 1-4 (5 cases) show an improvement 


’ his height) on ; ducing diet also that th 
of carbohydrate tolerance with the reduction of - 9 


in 1929 normal len, i ne patients do, 
weight. Such patients, once they succeeded in » got a bit careless in his dietary habits so that 
reducing their weight by eating in moderation, again shi rn to a diabetic condition 

keep on eating moderately and thereby continued showed 
to have a normal carbohydrate’ metabolism. Not 


only this, but they reported feeling so much bette1 igain what a reduction o 
once they have succeeded in reducing, that they cutting down on the calorie 
rarely went back to adiposity. That is the positive metabolism Phe ait 
gain in their medical problem for it concerns la aac item 
not only diabetes but other penalties they have 


to pay because of their adiposity 


Figure | (Patient C. M.) represents laboratory d 
on a man fifty years of age who was 52 per cent 
overweight and who showed elycosuria The first 
cose tolerance test, done on January 21, 1935, showed two days 
a frank diabetic curve Even the fasting blood sugar 1 year previous to this 
was slightly elevated (140 mg. per cent He was th Because of the glycosuria 
placed on a low caloric diet. In less than two months was done in 193 


his weight came down gradually and in eighteen months diabetes The 


he had dropped from 310 to 209 pounds in weight patient’s weight From a max 


Note also the changes in his blood sugar levels and tl mum 225 nd 1 c ht cropped to 5 
last glucose tolerance test which is perfectly normal n I 

Figure 2 (Patient S. K.) represents studies on a n curred during 
forty-six vears of age He had a bad history of diabet I iarkable thing has beet 
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sugar level. Eight repeated glucose tolerance tests 
were performed and the results are shown; in fact 
the G.T. curve dropped to normal in_ three-months’ 
time and has stayed normal the rest of the years. 


i946 47 48 


Summary 
Five cases of obesity are presented—patients, 


who at the beginning showed a disturbance of 
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Fig. +. Patients M. Z. and J. C 


Here, then, we have an obese patient who by going 
on a reducing diet improved his carbohydrate tolerance, 
which improvement lasted over a period of twenty-three 
years. What would have happened had we not reduced 
him? In my opinion, based on other similar cases, a 
frank diabetic condition would have resulted 


Figure 4 (Patients M. Z. and J. C.) represents two 
cases, The first (on the left) is that of a man fifty- 
seven years old. He came in because glycosuria had been 
found. A glucose tolerance test was performed in 1946 
note the high rise of blood sugar). On diet, his weight 
was reduced from 178 to 142 pounds and there it 
stayed with just a bit of fluctuation. The blood sugar 
came down to normal and when the G.T. test was 
repeated in 1948 this too was normal. 

The second case (on the right) represents data on 
a man, aged fifty-three, who was also obese. His 
weight upon first examination was 190 pounds, which, 
on diet came down to 162 pounds. At the start he 
too showed hyperglycemia which was not high but 
definitely above normal. As soon as he went on a 
reducing diet, the blood sugar level came down to 
normal. He kept his weight reduced until his death of 
coronary occlusion in 1955. 
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carbohydrate metabolism of various degrees of 
severity. By placing them on a reducing diet, 
not only did they lose weight, but, at the same 
time, their carbohydrate metabolism improved 

in fact, became normal and stayed thus. This 
shows what can be accomplished if we start the 
obese patients as early as possible on a reducing 
diet. If we fail in this, in time these patients may 
become frankly diabetic—a tragedy this writer has 


witnessed repeatedly. 
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The Kidney in Diabetes 


IABETES MELLITUS predisposes not only 
to infection but also to severe early vascular 
disorders. The purpose of this paper is threefold, 
first, to present a review of the common sites of 
infection of the kidney and urinary tract, second, 
to discuss the degenerative complications of the 
kidney as they occur in long-term diabetes and 
third, to present a brief review of the treatment 
The incidence of infections of the urinary tract 
in the diabetic is from 12 to 20 per cent as com- 
pared to about 4.5 per cent in the non-diabetic 
population. The predisposition of the diabetic 
infection is evident when one considers this hi 
percentage. The most frequent site of infectic 
is the bladder with development of simple cystitis 
The cystitis may follow extension of infection fron 
the urethra, obstruction in the urethra. 
urinary tract or prostatic infection. Upper 
piratory infections, and infections in the 
structures such as acute appendicitis or dysente: 
may also produce cystitis. Stasis as occurs in 
cystocele, diverticulum of the bladder, or bladd 
paralysis in the diabetic with diabetic neuropat! 
is also a major cause The old dictum that res 
dual urine becomes infected is confirmed in 
latter lesions. Perineal contamination with 
in women, and subsequent urethral spread, 
trigger cystitis which proper perineal cleansing 
rectal wiping may prevent. It is well-known tha 
catheterization is an inciting cause of simpl 
cystitis or hemorrhagic cystitis. In the office or 
hospital, a satisfactory urinary specimen can be 
obtained without catheterization. In males it can 
be obtained by using the midstream specimen of a 
two glass test. In females vaginal and _ perineal 
bathing followed by local cleansing with Zephiran 
prior to voiding is adequate for routine analysis 
and cultures if cleansing is done with care.’ In 
simple cystitis the patient complains of frequency, 


urgency and dysuria The urine shows a pre- 
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dominance of pus cells Patients with hemor- 


I 
rhagic cystitis are more seriously ill with chills, 
fever. and grossly bloody urine 

Acute pyelonephritis may result from 
eression upward of the infection from cystitis, or 
may be » to obstruction or a hematogenous 
spread 1 a focus of infection such as from 

bowel with bacterial invasion of the 
involvement may be unilateral 
presents himself with 
itis, how- 
ind tenderness 
The blood 
is present, 
pyelone- 
phrit 


and _ thoro 1g 


imately the disease leads to invalidism 
Urin: inuria and 
GTECS 
and 
progressive, at 
phase Hypochromic 
azotemia is pronounced 
eresses, and the patient 
however. may be 


exacerbation of an infection s 


a chronic lesion. Renal function 


in whom 
The use of 
the artificial kidney has | a great fact in 
changing the prognosis of thi tage, and one 
consider 


should nx involvement 


fatal even in face of a @ i iremia 
Necrotizing ‘nal papillitis, first described 
1877 by Friederich* another serious renal in- 


fection 


: . : 
found not only in those 


with diabetes melliti but. as shown by Robbins 


et al..7 does occur in others in the presence ol 
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obstruction and severe renal infection. In_ this 
lesion there is more or less complete necrosis and 
shedding of the apices of the renal papillae. The 
older diabetic has a greater predisposition to ne- 
crotizing renal papillitis. It is thought that in- 
fection and the higher incidence of vascular 
disease and thrombi in the kidney of the older 
patient are the responsible factors in the patho- 
genesis of the lesion. Clinically the patient pre- 
sents himself with a fulminating infection associ- 
ated with chills, fever, septicemia, oliguria and 
progressive uremia. Many have colicky pain 
caused by the sloughs of the apices of the papillae 
obstructing the ureters. The urine is grossly bloody 
and has bits of renal tissue in the sediment. The 
diagnosis can be suspected but is difficult to 
establish. In those in whom pyelography is done 
the roentgenologic picture resembles that of tuber- 
culosis of the kidney with a ragged irregular con- 
tour of the calyces. No patient having bilateral 
involvement has been known to survive. 
Suppurative lesions of the kidneys produce se- 
vere infections in diabetic patients and are found 
not infrequently in those dead of diabetic coma 
The three common lesions found are multiple 
small abscesses of the kidney, carbuncle of the 
kidney, and perinephritic abscess. Multiple ab- 
scesses of the kidney may result from a severe 
pyelonephritis, a staphylococcal bacteremia, o1 
from invasion of the kidney by means of a hema- 
togenous spread of infection from a skin furuncle, 
carbuncle or a sore throat. Abscesses may heal 
in some, in others the small abscesses may coalesce 
to form a carbuncle of the kidney. The lesion 
may continue to destroy renal tissue and eventually 
rupture through the capsule to produce a perine- 
phritic abscess. The diagnosis of multiple small 
abscesses is difficult to establish because the symp- 
toms may resemble those of any fulminating pyo- 
genic kidney infection. Pain localized to one kid- 
ney should make one suspicious of a carbuncle 
Perinephritic abscess should be considered when 
a mass is felt in the flank associated with pain 
or tenderness over one kidney and the x-ray film 
reveals a loss of the psoas muscle shadow on 
the affected side. Suppurative lesions usually re- 
quire surgical drainage or removal of the in- 
fected kidney. Medical treatment is seldom suc- 


cessful in carbuncle of the kidney or perinephritic 

abscess. On occasion, a kidney with a few small 

abscesses may respond to medical management. 
Infections of the kidney may be due to Gram- 
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negative or Gram-positive organisms. The prop- 
er treatment of any of the preceding infections 
is predicated upon isolating the exact organism. 
The nature of the primary lesion, urine reaction, 
and bacterial flora should be known. As a rule, in- 
fections in acid urine respond more readily than 
those in which an alkaline urine is produced. 
Bacillary infections respond effectively to mandelic 
acid if the urine is kept acid by the supplemental 
use of ammonium chloride or sodium acid phos- 
phate. In advanced kidney disease these latter 
drugs should not be used if uremia is present 
since they may aggravate the existing acidosis and 
uremia. The sulfonamides are effective against 
the majority of the Gram-negative bacilli and most 
of the Gram-positive cocci. Furadantin likewise 
is very effective in this group. The use of Strep- 
tomycin is not without problems, because with its 
use Organism resistance develops and tuberculosis of 
the kidney may be obscured. The other antibiotics 
such as Chloromycetin, Aureomycin and Tetra- 
mycin are very effective and may be used if organ- 
ism-sensitivity is demonstrated. Diabetic control 
must be meticulous in all of the above complica- 
tions. Catheter drainage should be used only if 
there is obstruction or retention of urine with stasis. 

The kidneys in diabetes mellitus suffer from 
the degenerative vascular lesions and represent an 
end organ for this involvement. The degenerative 
diseases of the kidney in diabetes were described 
in 1806 by Dupuytren.? He made reference to 
the presence of albuminuria in diabetes. Later 
Ehrlich® described glycogen nephrosis, a reversible 
lesion found only in uncontrolled diabetes. Renal 
arteriosclerosis was the only other lesion described 
until Kimmelstiel and Wilson® introduced glom- 
erulosclerosis. Renal arteriosclerosis is a degenera- 
tive disease and a relatively frequent lesion in the 
elderly diabetic. There is involvement of the ef- 
ferent and afferent arterioles of the glomerulus, 
an area not involved in the non-diabetic. Clinical- 
ly, other than elevation of blood pressure and 
evidence of arteriosclerosis, nothing else is found. 
Urine findings may include a mild albuminuria 
with normal urine sediment while others may have 
a few red blood cells. Insulin and better diabetic 
regulation have lengthened the life span of dia- 
betic patients and they now usually have a long- 
term disease. It is in the long-term diabetic pa- 
tient that the syndrome as described by Kimmel- 
stiel and Wilson and the typical lesions of glom- 
erulosclerosis make their appearance. In the initial 
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description seven of the eight patients displayed 
a clinical picture of edema, hypertension, marked 
proteinuria, hypercholesterolemia and azotemia 
Since then, however, many cases of glomeruloscler- 
osis have been reported in whom all degrees of 
severity and types of clinical and pathological 
variations occurred. The characteristic lesion on 
microscopic section consists of a sharply circum- 
scribed nodular dense hyaline mass lying in the 
center of glomerular lobules. Some glomeruli con- 
tain several of these ball-like deposits, others ar 
filled so that the entire glomerulus is involved. The 
kidney biopsies done in early diabetes may reveal 
no evidence of nephropathy while other biopsies 
reveal a diffuse hvalinization of the glomerular 
basement membrane, distinct from membranous 
glomerulonephritis and arteriolar nephrosclerosis, 
and still others show the typical nodular lesions 
These finding: appear to support the theory that 
diabetic nephropathy with nodular lesions is a 
further development of the diffuse lesions. Some 
diabetic patients with the nephrotic syndrome 
likewise may have only an arteriosclerosis o1 
moderate diffuse thickening of the basement mem- 
brane of the glomerulus with hyaline thickening 
of the arterioles. Generally. in a diabetic with 
a typical clinical picture and capillary aneurysms 
in the fundi, one will find glomerulosclerosis 
Some workers feel that the development of 
glomerulosclerosis, either diffuse or nodular, cor- 
relates with the duration of the diabetes and _ its 
onset in early life but not with the severity of the 
disease. Perhaps it is a mixed type of 
degeneration, with aneurysm formation and 
fection, or a consequence of a primary disturbance 
of carbohydrate metabolism and an intrinsic com- 
ponent of this derangement Although electron 
microscopy of kidney biopsies is still in its infancy 
it constitutes a new approach with unlimited pos 
sibilities and may help resolve the true pathological 
lesion and its evolution in the diabetic 

Not all patients with glomerulosclerosis present 
a typical picture Some have the retinopathy, 
others have a heavy proteinuria, still others may 
develop congestive heart failure, or have uremia 
The juvenile with long-term diabetes will have 
the typical mixed nephrotic-nephritic picture with 
retinopathy. The nephrotic elements present are 
(1) marked edema, (2) heavy proteinuria, (3 
lipoid casts, (4) hypoalbuminemia, and (5) hy- 
percholesterolemia The chronic nephritic ele 


ments being: (1) red blood cells, granular casts 
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and a low specific gravity in some, (2) hyperten- 


sion with subsequent heart failure, (3) azotemia 


with subsequent uremia, (4 retinopathy (hyper- 
tensive, mixed or diabetic) and (5) anemia. 

The differential diagnosis of the nephrotic syn- 
drome includes many things, but the most con- 
fusing are that of chronic glomerulonephritis, amy- 
loidosis, renal vein thrombosis, tridione poisoning, 
lupus erythematosis and hypertensive or arterio- 
sclerotic heart disease in total failure. In those 
without edema, febrile albuminuria, orthostatic 
albuminuria and chronic pyelonephritis must be 
considered Each of these presents a problem, 
and even after careful evaluation and laboratory 
work-up it may not b possible to arrive at a 
definite diagnosis. A renal biopsy may help estab- 
lish the diagnosis 

[The prognosis is hopeless at present, and we 
can offer only symptomatic and supportive care 
Most patients die as a result of heart failure, renal 
failure or myocardial infarction. With the dis- 
covery of the newer hypoglycemia agents, a greater 


impetus has been given to the search for the 


true etiology and physiology of diabetes and what 


it does to the body. Repeated renal biopsies and 


electron microscopy will help clarify the kidney 
pathology, and these serial studies should aid in 
establishing the time of development of the lesion 
and its re lationship to poor Oo! meticulous diabetic 


control 


Perhaps somewhere in this metabolic 
| 
catastrophe someone will discover the exact cause 


not Only of glomerulosclerosis, but also of ar- 


teriosclerosis and other vascular diseases 
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Current Status of the Oral 
Hypoglycemic Agents 


HE PRESENT furor concerning the use and 

abuse of oral hypoglycemic agents had _ its 
foundation in the 1926 paper of Frank et al.’ 
which described Synthalin. This was hailed as the 
first oral substance® with the ability to successfully 
lower blood and urine sugar, but increasing re- 
ports of toxicity, coupled with the successful devel- 
opment of insulin, led to the disappearance of 
Synthalin from the therapeutic horizon. 

At a later date the reports of Janbon,? Louba- 
tieress and others concerning the hypoglycemic 
effectiveness of the sulfonylurea preparations led 
to the development of carbutamide and tolbuta- 
mide. Now that the biguanide derivatives’? have 
shown some effectiveness and studies have been 
started with chlorpropamide, it is evident that 
not Only is this new era just beginning but signs 
indicate that a plethora of pills with hypoglycemic 


properties may be just around the corner 


Present Preparations 
Table I 


In recent years six oral hypoglycemic agents 
have been studied and reported in the literature 
Three of these, carbutamide (BZ55), tolbutamide 
Orinase) and chlorpropamide (Diabinese), are 
sulfonylurea derivatives, while phenethylformami- 
dinyliminourea (DBI), as well as the normal-amy| 

DBB) and isoamyl (DBTU) analogues, are bi- 
guanides synthesized from formamidine. These last 
three are somewhat similar and will be considered 
as DBI, the phenethyl analogue. These com- 
pounds of diverse origin have one common de- 
nominator—the ability to lower blood sugar levels 


in many patients under certain conditions. 


Evaluation Problems 


The evaluation of these drugs is made complex 
by the fact that many diabetic patients when 
vigorously treated with diet alone or with diet and 

From the Joslin Clinic and the New England Deacon- 
ess Hospital, Boston, Massachusetts 


1422 


By Leo P. Krall, M.D., 
Robert F. Bradley, M.D., 
Priscilla White, M.D. 


Boston Massachusetts 


insulin have remission-like improvement in their 
diabetes. This is characteristically true of ju- 
venile-onset diabetic persons in whom, as re- 
ported by one of us (P.W.), a remission phase 
is recognized in one out of three cases and us- 
ually occurs in the third month after treatment, 
generally lasting another three to twelve months, 
when diabetes intensifies to a total disease. Even 
adult diabetic patients sometimes improve both 
clinically and chemically after careful treatment 
They subsequently have lowered blood sugar 
values. During these periods of remission or im- 
provement sometimes insulin is unnecessary and 
certainly any oral substitute could not be ade- 
quately evaluated without placebo substitution or 


other measures to Insure the integrity of the study 


The Sulfonylurea Compounds 


Carbutamide (BZ55) has been studied in 350 
subjects, tolbutamide (Orinase) in over 1,400 pa 
tients and chlorpropamide (Diabinese) in seventy 
five cases by Root, Marble and Hadley of ow 
group. Since these are all sulfonylureas, it is likely 
that their mode of action is similar and they also 
have approximately the same indications and limi- 
tations. As pointed out by Mehnert et al.,° the sub- 
stitution of the methyl for the amino group in the 
para position of the benzene ring results in three 
changes in properties: “(1) Tolbutamide is not 
bacteriostatic. (2) In the same dosage, tolbuta- 
mide is not quite as hypoglycemic as carbutamide 

3) Tolbutamide so far has shown itself to 
be much less toxic than carbutamide.” 

The mode of action of these preparations is now 
thought to be due either to increased insulin se- 
cretion by pancreatic stimulation or to decreased 
hepatic glucose output. Possibly both mechanisms 
are present, but everyone agrees that the presence 
of a functioning pancreas is necessary. Because 
of this, the successful use of these drugs is limited 
to the milder category of diabetic patients whose 


onset of disease is after the age of forty and who 
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rABLE I. ORAL 


Agent Carbutamide 


Proprietary name BZ55 


Orinase 
Type Sulfonylureas 
No. patients observed Joslin clinic 35 1400 

Daily dose gms. (maintenance 


Mechanism of action Stimulate insulin pr 


Liver enzyme actior 
into blood stream” 
Side effects + 
Toxic effects in patients 
Lowers blood sugar 
with recent onset of diabetes 


Not effective 


severe 


coma; severe infection; fever 


Present status Withdrawn U.S.A 


Still used abroad 


take less than 40 (more often 20) units of insulin 


daily. Most series suggest that about 70 per cent 
of these selected patients will respond to sulfony- 
lurea treatment with an adequately lowered blood 


sugar. 


The use of these compounds is contra-indicated 
in juvenile-onset diabetes, diabetic patients with a 


severe, unstable condition those with a his- 


well 


and 
tory of previous coma or severe acidosis as 
as in those persons suffering severe trauma, in- 
fection, gangrene or about to undergo major sur- 


gical procedures. 


Carbutamide (BZ55) 


of the sulfonylurea compounds tested in this coun- 


This drug was the first 


try. It had an extensive clinical trial for several 
years and while it was indubitably hypoglycemic 
in selected patients, it was finally discontinued 
num- 


ber of toxic manifestations including allergic skin 


from general investigative use because of a 


rashes, hemolytic changes and jaundice secondary 


to liver damage.'* It should be noted, howeve: 
that this compound is still used in foreign countries 
without the side effects and evidences of toxicity 
reported here. 

Tolbutamide (Orinase). 


hypoglycemically active as the previous compound 


While not quite as 


tolbutamide has undergone the most extensive in- 
vestigation and has the widest usage of any oral 


hypoglycemic agent at this time. It has the added 


virtue of a low incidence (about 3 per cent) of 
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Polbutamide 


Effective in many middle aged and el 


instable, juvenile-onset diabetes 


Available on 
Prescription 


KRALL ET AL 


AGENTS 


Chlorpropamide Phenethylformami dinyliminourea 


Diabinese DBI 


Biguanide 


hen tolerated 


ivenile and unstable diabetics need some 


DBI 


to tolerate effective dose due to 


side effects and to date, virtual freedom from 


severe effects 
The 
om. and it seems to help regulate blood sugar 


, 
levels quite adequately in the 


Thus far, 


tOxk 


daily maintenance dose averages 5-2.0 


milder cases of 


diabetes in an impressive number of 


study cases, the evidences of toxicity found in 


carbutamide have not been reported. About 


per cent of the patients receiving Orinase show 


‘secondary’ (after one month of treatment) fail- 


ure 


Chlorpropamide ( Diabinese ) [his is the latest 


1 


of the oral agents and has not been adequately 


studied at this time differs from the other 


] 


two sulfonylureas in that (1 Diabinese has a 


chloride group at the para position of the benzene 
) 


ring, - 


it is about two to three times more potent 


in lowering blood sugar levels, and (3) it is known 


to be more slowly excreted At present, it is 


difficult to state whether Diabinese will have more 
toxicity than the other 


lI inde 


or tewer side effects or 


two drugs Since it 1S sul investigation, but 


because of the qualities listed above, it merits 


scrupulous observation. No adequate reports have 


been published at this time 


The Biguanides 
The biguanides DBI. the 
phenethyl; DBB, the and DBTl 


the 1soamyl form of formamidinyliminourea. T] 


present 


normal-amy Re 


are new synthetic preparations first descril 


Ungar and are unique 
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unrelated to the sulfonylureas, have shown blood 
sugar-lowering properties in alloxanized as well as 
depancreatized animals and appear to be effective 
in many types of diabetes including some cases 
with juvenile onset. The exact pharmacologic 
action of DBI (also known as phenformin) is not 
completely known at this time, but available data 
suggest that increased anaerobic glycolysis is the 
most obvious mechanism. Since this compound 
has shown evidence of enhancing the uptake of 
glucose by muscle in the absence of insulin and 
yet has no properties of converting glucose to gly- 
cogen, it is probable that its hypoglycemic effec- 
tiveness in the absence of endogenous or exogenous 
insulin is greatly diminished. Our findings® sug- 
gest just this. Comparison of the clinical actions 
of the biguanide derivatives of formamidine* shows 
a remarkable similarity to those of Synthalin 
guanidine-deca-methylene-guanidine with the 
very important difference that exhaustive hema- 
tologic, liver and renal function as well as both 
acute and.chronic pathologic studies have shown 
no evidence of toxicity in the doses used clinically 

Investigators '2 agree that blood sugar levels 
are reduced in many types of diabetes and as 
yet there has been no evidence of toxicity in pa 
tients receiving biguanides for periods as long as 
two years. In our own series‘ 88 per cent of a 
study group of 173 persons showed a blood-sugar 
lowering effect while a total of 38 per cent could 
not tolerate the drug even though forty-three pa 
tients (26 per cent) showed some hypoglycemi: 
effectiveness. This group was remarkable because 
every type of diabetic patient was studied, includ- 
ing fifty-three (30 per cent) who had diabetes of 
juvenile onset. Although gastrointestinal side ef- 
fects, anorexia, nausea, vomiting and diarrhea, are 
frequent in doses close to the level of clinical ef 
fectiveness, they are rapidly reversed by decreasing 
the dose or discontinuing the drug. 

Thus, in spite of obvious shortcomings, the bi 
guanides have suggested a possible usefulness in an 
area which hitherto has not been approached by 
the oral hypoglycemic agents. More recent stud 
ies® of growth-onset diabetes show that while some 
of the earlier cases respond to biguanides alone. 
the most important contribution of these drugs 
may be in the treatment of these unstable and 
severe “reaction-prone” diabetics. Some of these 
patients are stabilized by the combination of the 
oral biguanide, when tolerated, and smaller in 


jections of’ insulin. 
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Discussion 

It is obviously impossible to compare com 
pounds which are so diverse in their derivation, 
State of investigational status and the number of 
cases studied. These difficulties are multiplied 
because some reporters have neglected to mention 
proof of diabetic activity and the possible use of 
placebos, 

None of these compounds is insulin and at this 
time the only insulin-like property claimed is the 
ability to lower blood sugar. While they can be 
called hypoglycemic agents, they cannot be prop- 
erly termed antidiabetic substances. Diet is still 
an important adjunct and may be the deciding 
factor in the success or failure of these oral agents, 
even in those cases in which they are clearly ef- 
fective. These drugs are also completely ineffective 


in controlling diabetic emergencies 


The two types of oral agents—-sulfonylureas and 


biguanides—have different modes of action, in- 
dications and contraindications. 

Of these, carbutamide is no longer a factor in 
this country, having been withdrawn from general 
investigation. 

Tolbutamide is the most thoroughly tested of 
these drugs and the one now available for pre- 
scription use. Over 300,000 patients are said to 
have received this substance for varying periods 
Generally speaking, it is safe to say that these 
represent the mildest, more recent-onset diabetic 
patients. While 60 to 70 per cent effectiveness 
is generally claimed for Orinase, many of these 
series are selected groups from which the severe, 
unstable and juvenile-onset cases have been elim- 
inated. A more realistic over-all percentage of 
effectiveness might be 20 to 25 per cent. On the 
other hand, only a small incidence of side effects 
has been reported and the drug has been singularly 
free of any severe toxic manifestations to date 
While the debate about the ultimate value of tol- 
butamide continues, there can be no doubt that 
when indications are scrupulously followed, many 
of these patients having milder manifestations ap- 
pear to benefit from a smoother diabetic course, 
freedom from daily insulin injections and fewer 
subsequent insulin reactions. 

At this time, chlorpropamide has not been ade 
quately investigated. The limitations and indica 
tions are the same as for tolbutamide. The greater 
hypoglycemic effectiveness (two to three times 
more potent than tolbutamide) and slower rate of 


excretion suggest that great caution must be used 
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in evaluating this drug, which is still under i 


vestigation. While the anticipated amount of tox- 
icity is a moot question at this time, it appear 


doubtful that the therapeutic spectra can be greatly 
1 cover the 


increased by Diabinese, although it may 


same area as Orinase with smaller doses indicated 
DBI, DBB and DBTU, hav 


a much shorter clinical trial period than Orinas 


The biguanides 


and. except for side effects which have not yet 


been related to toxicity seem to be effective 


in a fairly large area of the diabetic universe 


becaus« ol their property ot lowering blood Su 
in many diabetic patients regardless of the degre¢ 
of severity When tolerated. phenformin and 


| 


analogues are effective in mild and some moderat 


cases of diabetes. In the severest forms of difficult 
diabetes these compounds seem either to stab 

the diabetes or to enhance or augment the insulir 
dose, permitting adequate reculation with mucl 
smaller doses and subsequent freedom from violent 


reactions 


However. since many questions yet remain 


inswered and since these drugs are on clini 
trial investigative status, it is not possible to 


their ultimate value. 


Tolbutamide, with its freedom from side effects 
DBI in 


side 


seems preferable to milder cases of di: 


betes, but when effects are minimal or ab 


sent, allowing the biguanides to be tolerated 
adequate dosage, DBI and DBB are 
juncts in the total therapy of severe, unstable and 


The 


represent a relatively small but very important por 


useful ad 


juvenile-onset diabetes latter individuals 


tion of the diabetic population 


No one can envision the ultimate place of th 


or future oral hypoglycemic agents, but it is prob 


able that in one form or another the era of ora 


diabetic treatment is here to stay, at least as 


adjunct While these present preparations pos« 


no real threat to insulin, they may in some ca 


replace and sometimes modify or even enhance its 


use. Further studies and future oral preparations 


may provide more effective treatment for a great 


number of diabetic patients. Already diabetes re 


search has been stimulated and the interest of 


physicians and patients rekindled 


Summary 


1 A 


stances is presented 


review of earlier oral hypoglycemic sub 
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2. Present-day preparations including the sul 


BZ55 


and chlorpropamide 


fonylureas, carbutamide tolbutamide 


Orinase Diabinese), and 
the big 


DBI >, ae discussed 


3. The 


compounds are evalu 


uanide, phenethylformamidinyliminourea 


and compared 


indications ar limitations of these 


ding to currently 


“1 , , 
available knowledge 


[These pre parations must be classified as hy 


ratne! tnan 


anti-diabetic agents 


viycemi¢ 


time 
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Spontaneous Hypoglycemia: Its Relationship 
to Diabetes Mellitus 


HE NORMAL human organism has an ex- 

tremely efficient system of checks and _bal- 
ances to maintain its blood sugar level within 
limits compatible with good health. At any given 
time the amount of glucose circulating in the 
blood represents the result of the glucose enter- 
ing the blood stream and that leaving it. 

In the absorptive state almost all of the glucose 
is provided from ingested foods, its level being 
roughly dependent upon the rate of absorption 
from the gastrointestinal tract. In the fasting 
state, however, practically all glucose in the blood 
comes from the liver due to glycogenolysis of 
preformed glycogen, and to gluconeogensis from 
protein and fat, carbohydrate precursors. Also lac- 
tic acid released from muscle glycogen stores is 
resynthesized to glycogen in the liver for utiliza- 
tion as originally described by Cori and Cori. 

Glucose is removed from the blood in three 
ways: by storage as glycogen in the liver and 
muscles amounting to about 3 per cent, by oxida- 
tion to carbon dioxide and water, and by con- 
version to fat.?* During fasting much of the glu- 
cose is Oxidized while in the presence of excess 
glucose, at times of feeding, a large percentage 
is synthesized to fat. 

In addition to the metabolic phase of control 
of blood glucose, there are profound and com- 
plicated endocrine activities which serve to in- 
crease or decrease the blood sugar. The scope 
of this presentation does not allow a detailed dis- 
cussion of these factors which have been clearly 
described by Conn.’ Suffice it to mention that 
insulin is the single hormone that decreases blood 
glucose, while secretions of the anterior pituitary, 
adrenal cortex, adrenal medulla and thyroid all 
may play some role in increasing blood sugar. 

Good health and a sense of well-being are de- 
pendent upon maintaining the fasting blood sugar 
level within 70-100 mg. per cent as determined 
by the Somogyi Nelson method. Blood sugars 
over this amount are evidence in most instances 
of diabetes mellitus with its serious disturbance 
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of body economy and premature degenerative 
manifestations. 

Hypoglycemia, on the other hand, has many 
causes which will be enumerated. A discussion 
of those which are related to diabetes will be un- 
dertaken. Conn and Seltzer? have written on 
the etiologic factors producing spontaneous hypo- 
glycemia, dividing them into three main categor- 
ies: organic, functional, and factitious. The first 
includes tumors of the pancreatic islet cells either 
malignant or benign, hepatic disease, hypofunc- 
tion of pituitary, adrenal and thyroid glands, and 
lesions of the hypothalamus or brain stem. Fac- 
titious hypoglycemia is the term given to pur- 
poseful administrations of overdoses of exogenous 
insulin. 

Functional hypoglycemia is by far the com- 
monest of the causes of spontaneous hypoglycemia 
accounting for about 70 per cent of the cases 
This condition is also known as “nervous hypo- 
glycemia” or “reactive hypoglycemia.” The etiol- 
ogy of this syndrome is not completely under- 
stood but there is general agreement that it repre- 
sents an excessive response of healthy islet tissue 
to a normal stimulus for insulin secretion. This 
response is apparently mediated by a disturbance 
in the autonomic nervous system, most probably 
the vagus nerve. Thus a normal postprandial 
rise in blood sugar elicits an excessive secretion 
of insulin. In turn, this produces the usual symp- 
toms of hypoglycemia consisting of pallor, sweat- 
ing, nervousness, tremor and palpitation. Loss of 
consciousness or convulsions never occur in func- 
tional hypoglycemia. Characteristic of this entity 
also is the fact that the symptoms occur two to 
four hours after meals and never after a long fast. 
A careful history will reveal the recurring period- 
icity of these episodes and their relation to the 
intake of food. Very frequently those patients 
manifesting this clinical picture have so-called 
vagototnic personalities. They are apt to be in- 
tensely aggressive, with considerable anxiety. Often 


they manifest vasomotor instability and _ gastric 
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hyperacidity. The severity of the symptoms will 
vary with the amount of pressure the patient is 
under. The disease is never progressive. 

According to the technique of Conn and Seltzer? 
the glucose tolerance test, done after suitable die- 
tary preparation with three days of high carbohy- 
drate intake, is pathognomonic. The fasting blood 
sugar and absorptive rise are normal with a rapid 
and excessive secondary hypoglycemic phase to 
4) mg. per cent or lower in the second to the 
fourth hour. The symptoms occur characteristic- 
ally at the time the hypoglycemia is present 

It was found by Seltzer, Fajans and Conn" that 
patients presenting the symptoms of functional hy- 
poglycemia were often suffering from mild and 
unrecognized diabetes. In other words, the symp- 
toms of hypoglycemia were often the first mani- 
festation of what was destined to become actual 
hyperglycemia. This group of patients is dif- 
ferentiated from the true functional hypoglycemia 
by glucose tolerance tests which fulfill diabetic 
criteria. 

Seltzer et al.'* set down the following criteria 


for differential diagnosis. 


Functional Hypoglycemia Mild Diabetes with 
Secondary Hypoglycemia 


Normal fasting blood 1. Normal or slightly ele- 


sugar level vated fasting blood 


sugar level 


Peak venous blood su- Peak venous blood sug- 
gar not exceeding 140 ar exceeding 160 me 


mg. per cent per cent 


Return of blood sugar Plateau type curve 
to normal fasting range with persistence of hy- 
by second hour perglycemia beyond the 


second hour 


Fall to hypoglycemic Fall to hypoglycemic 


levels usually with levels usually with 


symptoms, between the symptoms between the 
second and fourth third and fifth hours 
hours and followed by followed by compensa- 
compensatory rise of tory rise of blood 


blood sugar sugal 


Thus it is seen that an appreciable group of 
patients presenting symptoms of functional hypo- 
glycemia are in reality mild and presumably early 
diabetics. This is of significance, as finding these 
cases will result in the early institution of diabetic 
management. Such care will materially improve 
their long-term prognosis. In order to clarify 


this it must be realized that patients mani- 
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festing symptoms of spontaneous hypoglycemia 


with the characteristic glucose tolerance curve of 
the functional group are not diabetic, nor do they 
have any unusual predisposition to become dia- 
betic in later years. 

A second and, numerically, by far the most 
important relationship between hypoglycemia and 
diabetes mellitus is the fall in blood sugar to 
levels below normal after the injection of insulin 
for the purpose of therapy. A number of situa- 
tions occur in which an injection of insulin may 
lower the blood sugar to a level which will pro- 
duce symptoms. The commonest error, of course, 
is due to the use of U 80 insulin in a syringe 
which is calibrated for U 40. thus getting twice 
the prescribed dose. Other mistakes occur in 
preparing insulin for injection due to poor eye- 
sight, or sometimes lack of attention on the part 
of the patient. The clinical manifestations of too 
much insulin vary with the rate of fall of the 
blood sugar The reactions from regular insulin 
which acts for a short period, and more rapidly, 


differ considerably from the symptoms following 


injection of too much intermediate, or long-acting 


insulin. In the first instance, the patient presents 
the clinical picture described earlier for functional 
hypoglycemia These symptoms of sweating, pal- 
lor, weakness, nervousness and tremor are due to 
the effect of excess epinephrine secreted by the 
adrenal medulla." This is an attempt to increase 
the blood sugar level by inducing elycogenolysis: 
and is one of the homeostatic mechanisms by 
which normoglycemyia is maintained. The symp- 
toms can be promptly abolished by administration 
of carbohydrate either parenterally or by mouth.’ 

Reactions occasioned by longer-acting insulins 
often present a different group of symptoms in- 
cluding headache, nausea, and vomiting, repeti- 
tive speech, and numbness in various parts of the 
body If more prolonged and severe, there may 
be loss of consciousness, convulsions and death. 
It is of particular importance to differentiate this 
type of reaction from diabetic acidosis, which it 
often simulates hus in the presence of known dia- 
betes, headache and vomiting due to hypoglycemia 
may be treated by additional insulin. This serious 
error can be avoided by getting a urine specimen 
by catheter, if necessary) before treatment is in- 
stituted. On clinical observation it will also be 
noted that with acidosis the breathing is apt to 
be of the Kusmall type rather than the shallow 


respirations of hypoglycemia. Further, the history 
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of onset of manifestations is usually slowly pro- 
gressive over several days with acidosis, while hy- 
poglycemia presents a relatively sudden onset of 
signs and symptoms. 

It is of importance to note that administration 
of glucose in the presence of a reaction due to 
long-acting insulin may help temporarily only 


to have the patient relapse into the same symp- 


toms after a relatively short while.* The temporary 
effect of therapy is due to the fact that this type 
of insulin is slowly released from its site of injec- 
tion over a relatively long period of time so that 
its effect persists. 

Another factor operative in producing the fore- 
going clinical picture is neglecting to eat on time. 
It is of the utmost importance that a diabetic 
patient on insulin should follow a regular eating 
schedule. Skipping or delaying a meal (and this 
includes the usually prescribed bedtime snack) 
may be sufficient to initiate reaction. 

A potent force responsible for hypoglycemia is 
exercise. In the presence of insulin, unusual phy- 
sical effort increases the rate and efficiency of the 
utilization of carbohydrates by the tissues. Reac- 
tions often ensue. Practically, the application of 
this is seen in the reduction of insulin dosage 
when patients are discharged from the hospital 
where they had been well controlled. Any oc- 
casion where athletics, dancing, unusual amount 
of housework, or other physical activities are en- 
gaged in calls for a reduction of insulin in most 
diabetic patients, to avoid hypoglycemia. Many 
top-flight athletes who have diabetes take addi- 
tional carbohydrate in considerable amounts dur- 
ing the course of their competitive efforts in order 
to prevent symptoms from a low glucose level in 
the blood. 

McKean® has described an ‘interesting clinical 
entity which he calls paradoxical hyperglycemia. 
Patients presenting this syndrome have wide swings 
from hypoglycemia to hyperglycemia in the course 
of a twenty-four hour period. They are among the 
most difficult people to control. Success in man- 
agement of these diabetic persons is not achieved 
unless the possibility of paradoxical hyperglycemia 
is considered and proper therapy instituted. It 
is felt that such patients have a period of hyper- 
glycemia which is treated by insulin prescribed 
by their physician. Coincident with (or perhaps 
somewhat before) the giving of insulin, the high 
blood sugar stimulates the beta cells of the pan- 


creatic islets to produce insulin to combat hyper- 
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glycemia. The additive effect of endogenous and 
exogenous insulins results in a prompt fall in the 
blood glucose to hypoglycemic levels. The symp- 
toms of hypoglycemia are treated by additional 
carbohydrate producing a rise in blood sugar com- 
pleting the cycle which is then repeated. Treat- 
ment consists of reducing the amount of insulin 
given until hypoglycemia with its rebound phe- 
nomenon does not obtain. This provides the para- 
dox of reducing blood sugar by decreasing the dose 
of insulin. Obviously patients in this category 
must have enough functioning pancreatic islet tis- 
sue to respond to the stimulus of hyperglycemia. 

The effects of repeated hypoglycemia of major 
intensity, particularly if prolonged unduly, may 
have serious permanent effects on the central ner- 
vous system. Fabrykant,’® Perkin* and others have 
reported cases with convulsive disorders and cere- 
bral deterioration as the result of frequent hypo- 
glycemic episodes. It is of interest to note that 
there is a strong family history of non-diabetic 
convulsive disease among diabetic patients who 
suffer from convulsive type of reactions. The brain 
depends entirely on carbohydrates for nourish- 
ment, using neither fat nor protein. Thus an 
adequate supply of glucose in the blood is manda- 
tory for adequate cerebral function. In the pres- 
ence of hypoglyceniia, insufficient nutrition of the 
central nervous system occurs, which if prolonged 
enough, results in irreversible damage. The brain 
requires no insulin to utilize carbohydrate. 

The foregoing has been an attempt to explain 
the common mechanisms of spontaneous hypo- 
glycemia with particular reference to the rela- 
tionship of this condition and its symptoms to 
diabetes mellitus. It is felt that an understand- 
ing of this relationship is significant and can result 
in more prompt and efficient management of 
both latent and fully developed clinical diabetes. 


Summary 


1. A list of conditions producing spontaneous 
hypoglycemia is noted with a description of the 
clinical symptomatology. 

2. The relationship of spontaneous hypogly- 
cemia and early diabetes mellitus is discussed. 

3. Factors associated with insulin reactions in 
diabetic patients are described. 

+. A brief discussion of paradoxical hypergly- 
cemia is given. 

5. Attention is called to the dangers of central 

(Continued on Page 1432) 
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Headaches of Vascular Origin 


OENCH* in the preface of the second edi- 
tion of his classical book “Headache” says: 
“The person with a headache often finds himself 
a medical orphan. He is fortunate indeed if the 
headache is transient, for otherwise he may find 
himself on an excursion to the ophthalmologist, 
otolaryngologist, neurologist, dentist, psychiatrist, 
osteopath and chiropractor. Thereupon he is 
x-rayed, massaged, analyzed, fitted with glasses, 
relieved of his turbinates and teeth and too often 
emerges with his headache intact.” 
The attitude of other specialists is well il- 
lustrated in the introduction of Graham’s recent 
book,? Migraine” 


when quoting the Hindoo fable of the Blind Man 


authoritative “Treatment of 


of Indostan by John Godfrey Saxe. Graham's 
graphic illustration of the “migraine elephant” be- 
ing examined by the blind men representing the 


various specialists is classical. 


THE BLIND MEN AND THE ELEPHANT 
A Hindoo Fable 


It was six men of Indostan 
To learning much inclined, 
Who went to see the Elephant 
Though all of them were blind), 
That each by observation 
Might satisfy his mind. 


The FIRST approached the Elephant 
And happening to fall 

Against his broad and sturdy side, 
At once began to bawl: 

“God bless me! but the Elephant 
Is very like a wall!” 


The SECOND, feeling of the tusk, 
Cried, “‘Ho! what have we here 

So very round and smooth and sharp? 
to me ‘tis mighty clear 

This wonder of an Elephant 
Is very like a spear!” 


The THIRD approached the animal, 
And happening to take 

The squirming trunk within his hands, 
Thus boldly up and spake: 

“I see,” quoth he, “the Elephant 
Is very like a snake!” 


Presented at the Michigan Academy of General Prac- 
tice, Detroit, November 6, 1957 

Dr. Wittich is President Emeritus, American College 
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The FOURTH reached out an eager hand, 
And felt about the knee 

“What most this wondrous beast is like 
Is mighty plain,’ quoth he; 

lis clear enough the Elephant 
Is very like a tree!” 


The FIFTH, who chanced to touch the ear 
Said: “E’en the blindest man 

Can tell what this resembles most 
Deny the fact who can, 

The marvel of an Elephant 
Is very like a fan!” 


THE SIXTH no sooner had begun 
About the beast to grope, 

Than seizing on the swinging tail 
That fell within his scope, 

“IT see.’ quoth he, “the Elephant 
Is very like a rope’ 


And so these men of Indostan 


Disputed loud and long, 


Each in his own opinion 
Exceeding stiff and strong, 
Though each was partly in the right, 
And all were in the wrong! 
John Godfrey Sax 


Incidence 

A conservative estimate of the people in the 
United States alone who are incapacitated peri- 
odically by migraine headaches is five million. It 
is one of the most common types of headaches 
of vascular origin seen in medicine today. The 
migraine sufferer has many symptoms, both gas- 
trointestinal and systemic 

Blumenthal and Fuchs,’ of the Headache Clinic 
of George Washington Hospital, Washington, D 
C., analyzed 1,648 cases observed for more than 
six months at their headache clinic. They state 
that despite the advances of continued research 
and investigation, it has been estimated that more 
than fifteen million individuals require treatment 
for headaches each year In certain industries, 
headaches rank second only to respiratory diseases 
as the leading cause of absenteeism 

Of the vascular headaches, they list in 
series of 1,648 patients eighty patients with 
tamine headaches, 600 with migraine, twentv-five 
with hypertensive headaches and three with tem- 
poral arteritis or a total of 708 patients (nearly 


Seven hundred had tension head- 


+3 per cent 
aches (42.8 per cent of the series) while the 
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total number of non-vascular headaches of all 
causes was less than 15 per cent. 

Migraine is apt to occur more frequently in 
women since it is often associated with menstrua- 
tion. More than half of the cases of migraine 
start between twenty and thirty years of age 
rarely in childhood or the seventh decade. Occu- 
pation and social position have an important in- 
fluence. It affects country people and manual 
workers less than mental workers and city dwell- 
ers. Physical or psychic trauma may initiate an 
attack. 

There is a strong hereditary history. About 
50 per cent of the children of migrainous par- 
ents develop migraine, 80 per cent from the 
maternal and 20 per cent from the paternal side. 
The history of allergy in the family apparently 
increases the incidence of migraine. Studies on 
the personality of migraine patients indicate that 
inheritance is a Mendelian recessive factor. 

Today the physician is primarily interested in 
the prevention, causes, and relief of symptoms of 
vascular headaches. If he is not, the patient will 
soon seek one who is. The author’s personal 
experience with migraine and allergy for many 
years has been revealing. The high incidence of 
eosinophilia by other observers during the attacks 
was confirmed, and suggested an allergic origin of 
the headaches. Individual food trials with onions, 
celery, carrots, corn and chicken proved that foods 
were a primary factor. 


Avoidance of these foods usually gave relief. 


The composition of mixtures today is so complex 
that occasionally these foods were unavoidably 


eaten, with a recurrence of the migraine. Food 


allergies are the most common causes of these 
headaches, although inhalants, odors, and contact 
allergies are occasional or contributory factors. 
The accepted classification of vascular head- 
aches may be illustrated by the following outline: 


Headaches 


Non-vascular 
(a) Sinusitis 
(b) Neuralgic 
(c) Tumors 


Vascular 
(a) Migraine 
Ophthalmic 
b) Migraine variants 
Ophthalmoplegic 
Tension headache 
Abdominal 
Temporal arteritis 
Histaminic cephalalgia 


Present concept of vascular headache.—The 
amplitude of pulsation of the affected cranial ves- 
sels increases with their dilatation, with pain in- 
creasing with their stretching. Recession of pain 
occurs as the dilatation decreases. This generally 
accepted knowledge furnishes the basis of a ra- 
tional approach to treatment. Such a working 
knowledge of the common fundamental mechan- 
ism of vascular headache is essential, and until 
disproved, serves to avoid confusion. It must 
be understood that physiologic processes which 
“trigger” the mechanism vary with each patient. 

The symptoms and the incidence of migraine 
fluctuate with the patient’s life cycle of changing 
environment, of security or insecurity, weather 
changes, sickness, worries or stress from school 
examinations, vacations, poor economic conditions, 
comfort or discomfort, economic factors, impend- 
ing wars and many other factors. 

The statement frequently made, and verified by 
statistics, that 24 per cent of migraine patients 
respond to placebos or psychogenic influences such 
as a doctor-patient relationship, makes one won- 
der if these patients are not of the psychoneurotic 
type who could do as well with Christian Science. 
True migraine causes severe headache frequently 
accompanied by vomiting and prostration. It is 
doubtful whether suggestion or even hypnosis 
could control these symptoms in approximately 
one-fourth of the patients with true migraine. 

Graham points out that there has been a great 
tendency to report conclusive results where several 
forms of treatment are used simultaneously while 
a definite opinion is drawn only from the use of 
one. He stresses the importance of making ac- 
curately recorded observations over a sufficient 
period of time before reporting the results, and 
thinks the “double blind” technique, whereby both 
physician and patient are unaware of the test 
preparation, should be used. 

The characteristic symptoms of so-called “clas- 
sic’ migraine is the sudden onset of visual aura 
or scotoma which at times are accompanied by 
other neurologic phenomena, such as vertigo, lack 
of the power of concentration, poor memory and 
judgment, inability to comprehend the significance 
of what is seen or heard, and numbness. 

Classic migraine is also characterized by its 
periodicity, cephalalgia, gastrointestinal dysfunc- 
tion, cortical disturbance, family history of mi- 


graine and its relief by drugs with a vasoconstric- 
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tor action on the branches of the external carotid 
artery such as Wigraine® suppositories.* 

During an attack of migraine there may be a 
rapid loss of weight of as much as three or four 
pounds as a result of loss of fluid due to electro- 
lyte imbalance. 

These patients with “classic” migraine as de- 
scribed with visual scotoma are considerably few- 
er in number than those who have frequent “sick 


headaches” which are vascular in origin. 


Treatment 


The prophylactic treatment of migraine where 
allergy is suspected consists of a careful allergy 
history. An elimination diet should be pre- 
scribed, which usually necessitates a vitamin and 
sometimes a mineral supplement. 

Treatment of an acute attack consists in pre- 
scribing vasoconstrictors of the ergot group, pre- 
ferably one with no habit-forming drug like the 
barbiturates. This rectal suppository in an es- 
pecially blended bland base of hydrogenated vege- 
table oils has been found the most effective in 
aborting migraine. The suppositories are highly 


resistant to temperature changes, and keep fresh 


when wrapped in foil. One suppository used at 


the first sign of a migraine attack followed by one 
every twenty to thirty minutes to a maximum 
of six per attack has not had any untoward re- 
actions in our series of patients and has resulted 
in very quick relief. In many cases, just one 
suppository aborted an attack 

This indication decreases the amplitude of pul- 
sation of the temporal artery within a few min- 
utes during a migraine attack. This is immediate- 


ly followed by relief of pain. 


Case Histories 


Migraine aggravated by allergy, premenstrual 
tension and dysmenorrhea is illustrated by the 


history in Case 1. 


Case 1 A married woman, aged forty-five, with two 
teenage children, who did her own housework, was 
referred by her family physician as “‘probably” having 
an “allergy of some sort.” She noticed that, regardless 
of the season of the year, whenever she swept or dusted, 
her nose became blocked, accompanied by sneezing and 
watering of the eyes. A food allergy was also suggested, 
since the patient had the same nasal symptoms after 


certain foods, and an individual food trial revealed that 


*Erogtamine tartrate 1.0 mg., caffeine 100.0 mg.. 
belladonna alkaloids (levorotatory) 0.1 mg.. and aceto- 


phenetidin 130.0 mg. (Organon 
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she was definitely sensitive to milk and pork. These 
foods were entirely eliminated from her diet and she 
was given a course of subcutaneous injections of aqueous 
protein extract of house-dust and molds. She became 
free from her typical migraine headaches, except for 
about a week before her menstruation, when, invariably 
she would have a return of the migraine attacks so 
severe that at times she was hospitalized because of the 
extreme nausea and vomiting Undoubtedly, premen- 
strual tension acted as a trigger mechanism, due prob- 
ably to progesterone (ethisterone) deficiency Along 
with avoidance of offending foods and hyposensitization 
measures, she was given two tablets of a progesterone 
combination daily a week before the expected menstrual 
period, with the result that her headaches were almost 
completely eliminated An oral Wigraine tablet con- 


trolled these occasional headaches 


Case 2.—A thirty-nine-year-old man, holding a re- 
sponsible position in a grocery store and with an antece- 
dent history of allergy, suffered so many attacks of 
migraine that his position was in jeopardy, not only 
from loss of time, but also because of his irritable man- 
ner with customers After a careful individual food 
trial, it was found that wheat and peas were the 
clinical offenders, It was easy to eliminate peas from 
the diet, but almost impossible to eliminate wheat in 
some form. He did not realize the serious significance 
of wheat flour nor the possibility that certain sausages 
contain wheat and other allergenic substances, with 
the result that he suffered recurrent attacks of migraine 
He had previously taken ergotamine tartrate and caf- 
feine with relief from the attacks, but th a marked 
residual myalgia of the neck muscles and fatigue 

Antihistamines gave no relief. A Wigraine suppository 
gave him quicker and more complete relief without 


residual symptoms 


Allergic headaches are also vascular in origin 


and are characterized by the following: 


Family history of allergy 


Other allergic manifestations may precede 
onset. 

3. Association with other manifestations of al- 
lergy, such as urticaria. angio-edema, gastrointesti- 
nal allergy, hav fever, and inhalant allergy of the 
respiratory type 

+. May be associated with cerebral allergy, 
personality changes, mental confusion, and dis- 
orientation. 

5. Prodromal symptoms: gastrointestinal upset, 
vomiting, polydypsia, edema of feet, hands, and 
face, marked gain in weight, possible urticaria in 
first twelve to twenty-four hours. Visual prodro- 
mata not common 

6. Headache usually generalized, with sense of 
pressure, dizziness, and mental confusion (cere- 


bral edema 
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7. Headache of severe pressure, throbbing type. 

8. Attack lasts about twelve to twenty-four 
hours. Complete cycle from onset to termination 

forty-eight hours. 

9. Terminal phase of attack characterized by 
polyuria, loss of weight (edema), and return to 
normal. 

10. May be prevented by adequate dose of an 
antihistamine preceding anticipated exposure to 
the allergen. Relieved by vasoconstrictors, such 
as epinephrine or ergotamine tartrate (parenteral- 
ly), Wigraine tablets orally, and by suppository. 

11. Entire syndrome may be reproduced re- 
peatedly by ingestion of causative food or expo- 
sure to other offending agents. 

Migraine equivalents or variants are: (1) 
Travel sickness, (2) Cyclic vomiting, (3) Acido- 
sis attacks and recurrent abdominal pain, (4 
Paroxysmal cardiac arrhythmia, (5) Precordial 


pain—rarely fever, (6) Substitute episodes oc- 


curing early in life, subsequently developing into 


migraine, and (7) Responds to ergotamine tar- 


trate (parenterally) and Wigraine orally. 


Mierainoid Disorders.—There still seems some 
confusion by some of what is considered by most 
authorities as migrainoid disorders so that they 
are enumerated here: 1) Atypical facial neu- 
ralgia, (2) Horton’s Syndrome,’ (3) Certain head- 
aches occurring in hypertensive patients, as well 
as those presenting the features of “tension head- 
ache,” (4) The vascular element responds to ergo- 
tamine tartrate (parenterally) and Wigraine (or- 
ally) but oral tablets do not give the rapid com- 
plete relief that the rectal suppositories do. Other 


symptoms are treated accordingly. 
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SPONTANEOUS HYPOGLYCEMIA 


(Continued from Page 1428) 


nervous system damage from repeated and _pro- 
longed insulin reactions. 
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Current Concepts in the Control of 
Urinary Tract Infections 


ECENT DECADES have seen a culmina- 
tion of man’s fight against infection in the 
discovery and widespread utilization of antibac- 
terial and antibiotic agents. The beginnings of 
the extirpation of infectious disease have been 
made, and perhaps in no field of medicine has 
this been so deeply appreciated as it has in the 
urologic. It is equally gratifying to note the gen- 
eral awareness that sound surgical principles can- 
not be sacrificed to an over-weaning worship of 
antibacterial medications. In this respect good 
drainage in the urinary tract remains as impor- 
tant as in the past, and the antibiotics no matter 
how specific or potent are of little avail in the 
presence of an impediment to urinary outflow 
lopographically, the preponderance of the ur- 
inary tract is quite simply a series of conduits 
for the disposal of fluid. The danger of infectional 
involvement of any portion of this conduit stems 
from its effect on renal tissue and upon the 
wonders of glomerular and tubular control of 
salt and water metabolism. For this reason. in- 
fection in any portion of the urinary tract merits 
prompt attention to prevent renal involvement or 
minimize its effect should it occur. At the present 
time the dynamics of urine transport are bette1 
understood and there has developed a more ra- 
tional approach for the exclusion of obstruction, 
neoplastic, or calcareous precursory instigators of 
infection, with a resultant increase in eradication 
rather than amelioration of such inflammations 
For convenient consideration, urinary infections 
are separable into the primarily renal and those 
confined for the moment at least to the lower 
urinary tract; often coincident and_ frequently 
mutually derivative, they can exist in pure form 
Infection in the urine cannot of itself be con- 
sidered a pathologic entity but rather as a mani- 
festation of a disease process resulting in the ap- 
pearance of bacteria in the urine. For many 


years any and all urinary symptoms were ascribed 
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to kidney disease. We are more familiar now 
with the fact that a lower urinary tract infection 
may not denote renal involvement. Less well pub- 
licized however is the finding that lower urinary 
tract symptoms may derive from a renal focus 
which may offer no objective evidence ot its pres- 
ence: A frequent occurrence is seen in tuberculosis 
The process of localization of the site of emana- 
the bacteria and pus found in a urinary 
infection can only develop from a logical sequence 
of investigation and begins with the cornerstone 
of all diagnosis, the astringently complete history 
The gender and age of the patient will immedi- 
ately suggest certain lines of interrogation directed 
primarily toward the specific entities most likely 
to occur at that age and respective gender 
Lower urinary tract or vesical outlet obstruction 
will often be productive of a change in micturi- 
tive pattern or of a persistently abnormal one 
should the lesion be congenital or of long stand- 
ing. Yet a child may never have had the oppor- 
tunity to distinguish between a normal and an 
abnormal urinary stream and thus the appear- 
ance of infection assumes greater importance. Here 
the protuberant abdomen so casually mentioned 
may mask a disastrous chronic distention of the 
bladder. Similarly, prostatism in the elderly male 
may be insidious symptomatically until infection 
suggests evaluation and only then will the change 
in the urinary pattern become discernible. The 
history may unearth a diabetic trait placing re- 
current urinary infection in a more comprehen- 
sible light or chronic infection in several members 
of the same family can lead to the suspicion of 
polveystic renal disease ‘he gender of the pa- 
tient may suggest a relationship of the menses to 
periodic reinfections and unearth a pelvic inflam- 
matory tocus responsible for the urinary tract 


changes. Conversely it may only be by careful 


physical evaluation that a diverticulum, prostatic 
bere oe ae as - a i 1: 
abscess, renal tumor or nvaronepnrosis Is dIs- 
covered. 

The obvious prerequisite in the proper man- 
agement of a urinary tract infection is study of 
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the urine itself. All too frequently when symp- 
toms suggestive of infection are noted, recourse 
is made to a variety of therapeutic agents without 
an examination of the urine. The irritative blad- 
der symptoms consequent to vesical neck obstruc- 
tion or neurogenic dysfunction may conspicuously 
exist without infection, and with the employment 
of one antibacterial agent after another, time and 
expense are sacrificed to careless expediency. 

It has been insufficiently emphasized that the 
urine may contain cells without bacteria, and 
almost with equal frequency bacteria without cells. 
Periodically, debate arises as to the comparative 
efficacy of the stained smear of the urinary sedi- 
ment in relation to urine culture studies. Our 
reliance is often more implicit on the results of 
the stained smear than on culture reports. If 
bacteria are not seen on smear we feel that a 
culture would be superfluous. Similarly, if one 
type of organism is seen on the stained slide and 
a different type is reported by culture we rely 
on the findings of the smear. There is no in- 
tention here to deprecate the necessity for urine 
culture and sensitivity studies. We feel that urine 
culture should be subscribed to subsequent to 
study of the fresh sediment and should the ur- 
gency or chronicity of clinical symptoms point to 
its necessity. Bacterial sensitivity analysis should 
always accompany a urine culture since one cul- 
ture of an organism may differ in drug. sus- 
ceptibility from another culture of the same 
organism. 

A more cogent argument is the scrupulous ad- 
herence to examination for infection of cathe- 
terized urine specimens solely, in the female, since 
bacteria are normal denizens of voided urine in 
women. Many reputed urinary tract infections 
are derived from such extraneous contaminating 
sources. 


As to when in the course of a urinary infection 


a complete urologic evaluation should be under- 


taken the physician is of course led by his ex- 
perience and instinct. Certain guideposts how- 
ever can be helpful. Examination should be done 
when gross or microscopic blood appears in the 
urine. The infection itself may often be the 
instigator, but this cardinal sign of danger 

hematuria—should never go unexplained. We 
feel very strongly that urinary infections in chil- 
dren are statistically of sufficient gravity as to war- 
rant thorough study and invariably include cysto- 
graphy and cystoscopy. It may appear precipitous 
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to completely investigate every infection yet it is 
insistent in view of the consideration that such an 
infection may represent the solitary indication of 
marked abnormality or severe obstructive uro- 
pathy. It is most fortuitous when a urinary in- 
fection brings to light the incipient stages of an 
abnormality which could inexorably and silently 
lead to irreversible renal damage, and it is pre- 
ferable by far to perform a fruitless investigation 
than to overlook the one child who might other- 
wise suffer the crippling effects of a silent ob- 
structive process. Renal reserve is never expend- 
able and should be more zealously guarded in the 
young who have all the wonders and accomplish- 
ments of the future ahead of them. 

In adults, investigation may be considered in 
women who repeatedly suffer attacks of cystitis, 
particularly should periodic pyelonephritis occur. 

It is well to consider cystitis in the male as of 
potentially serious import. The facile accessibility 
of infection to the bladder in women, purportedly 
based upon the vulnerability of the short female 
urethra is antithetically mitigative of considera- 
tion in men owing to the relatively greath length 
of the male urethra. Without evidence of prior 
or concurrent urethral infection any cystitis or 
pyelonephritis in men should be completely in- 
vestigated, since obstruction, tumor, or stone may 
not be productive of the customary pathognomonic 
signs. In the elderly male, infection is frequently 
indicative of bladder outlet obstruction and such 
a source must always be considered. 

Investigation of an infection can begin with 
the excretory urogram which if properly per- 
formed can often produce complete architectural 
delineation. In addition to the topographic in- 
formation provided by the intravenous urogram, 
it serves additionally as a rough measurement of 
renal function. The value of delayed excretory 
films has been insufficiently publicized. The pre- 
cise area and etiology of an obstruction may often 
be pinpointed in the gradual descent of the 
medium to the site of involvement and films taken 
as much as six or eight hours after injection may 
prove invaluable. 

In the presence of hematuria it is often wiser 
to subject the patient immediately to cystoscopy 
and retrograde study since the site of the bleeding 
may often be more readily detected and analysis 
of radiographic aberration more clearly inter- 
preted. Retrograde studies are always carried 


out whenever excretory urograms are insufficiently 
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diagnostic. At cystoscopy inspection of the ure- 
thra and bladder may identify the factor respon- 
sible for the infection. 

Measurement of urinary residuum is essential 
in any study of this nature, and is indicative of 
infra-vesical obstruction (anatomic or neurogenic 
should a significant amount be discovered 

Cystography has become a routine component 
of the urologic evaluation following the accep- 
tance of its importance in ascertaining the presence 


of ureteral reflux. Reflux is definite indication 


of lower urinary tract obstruction Urethrography 


has recently been a more frequently addended 
procedure since its value has been demonstrable 
in the identification of strictures, valves and ure- 


rative of urinary 


thral diverticula often promuls 
infection. 

In certain infrequent instances, the performance 
of aortography and presacral CO, insufflations 
may be necessitated for clarification of infectional 
etiology. Fairly recently, the percutaneous ante- 
grade urogram has seen increasing acceptance 
should ureteral catheterization be impossible sub- 
sequent to nonvisualization by excretory uro- 
graphy. The salvageability of an obstructed kidney 
may thus be determined when other preoperative 
estimates have proven inconclusive. Renal biopsy 
has been both helpful and safe in the tissue study 
of infectious processes, and may swiftly solve a 
most difficult problem in the differentiation of 
pyelonephritis from other nephritides. 

Attention should be drawn to a familiar en- 
tity in order to encourage a greater appreciation 
of its inherent treacherous subtlety. Duplication 
of some portion of the collecting system is the 
commonest genitourinary anomaly—so common 
that it is accepted perhaps too prosaically. Ectopic 
openings of the ureters are surprisingly frequent 
when duplication occurs and often the extopic 
ureter situated more vulnerably than its mates. 
will become diseased. One may be unaware of 
the presence of such a diseased ureter should it 
fail to excrete opaque medium and thus it is 
necessary to institute a search for such a non- 
visualized segment in any instance of reported 
unilateral duplication; its discovery may afford 
a prompt solution to the trying problem of chroni 
infection in the presence of ostensibly normal 
pyelograms. Mention should be made that treach- 
ery lurks equally in urinary tract tuberculosis: 
such a diagnosis must constantly be kept in mind 


in any intractable infection. 
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The successful treatment of a urinary tract 
infection is often only a derivative of the delinea- 
tion of the many etiologic or adjunctively com- 
plicative facets responsible for the presence of 


bacteria in the urine. Little resolution of an in- 


flammatory process may be expected from an 
antibiotic of choice in the continuing presence of 
pathologic precursory factors. 

In dealing with acute pyelonephritic attacks, 
the first thought must be for the immediate pre- 
servation of renal parenchyme and thus a vigorous 
onslaught directed at the bacterial invaders In 
the presence of an acute episode a culture should 
be secured concomittant with identification of the 
bacterial type by stained smear and interval medi- 
cation given while awaiting sensitivity studies. The 
selection of initial medication may best be gov- 
erned by statistical analysis of the results of sen- 
sitivity studies. The preponderant number of or- 
ganisms responsible for urinary tract infections 
derive from a relatively small group of Gram- 
negative rods: Escherichia coli, Aerobacter aero- 
genes, Proteus vulgaris, and Pseudomonas aeru- 
ginosa. Staphylococcal and streptococcal infec- 
tions are less common but often more persistent 
A résumé of a great many culture and sensitivity 
studies representing numerous individual infec- 
tions has afforded us a relatively simple frame 
of reference for the selection of a medication. In 
the presence of E. Coli the two most effective 
antibiotics are first, Chloromycetin and second. 
Furadantin. For Aerobacter—first, Chloromycetin 
and secondly, Terramycin. For Proteus—first, 
Chloromycetin and second, Achromycin: and for 
Pseudomonas—first, Terramycin and _ secondly. 
Achromycin. It would thus appear that a judi- 
cious initial choice of medication prior to culture 
and sensitivity reports would be Chloromycetin. 
Subsequent to sensitivity determinations a more 
appropriate antibiotic or a combination of the 
most effective medications may be substituted if 
the clinical course seems to require it. It has 
become apparent that Neomycin and Polymyxin-B 

antibiotics which have seen progressively infre- 
quent clinical use in urinary infections—have been 
injudiciously relegated to exclusively topical em- 
ployment owing to a general uncertainty as to 
their parenteral toxicity. For Aerobacter infection 
there is no antibiotic which approaches the ef- 
ficiency of Neomycin and for Pseudomonas, Poly- 
mvyxin-B is clearly the most effective agent. Knowl- 


edge of the similar renal and neurologic toxicities 
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of these two medications must be thoroughly un- 
derstood and observations carefully made for symp- 
toms and signs referable thereto, yet their em- 
ployment should not be proscribed solely on this 
basis. Administered in proper dosage and under 
supervision, they are clearly indicated in the 
severe and otherwise unresponsive infections. 

For a variety of reasons the frequently employed 
combination of penicillin and streptomycin is an 
unlikely choice in the presence of a bacilluria. 
Streptomycin ranks exceptionally low statistically 
relative to bacterial sensitivity, and penicillin has 
little effect on the majority of bacilli. The mask- 
ing of a tuberculous etiology may be accomplished 
in the routine use of streptomycin, and the fre- 
quency of severe allergic reactions to penicillin is 
an adjuvant hazard of this joint therapy. Most 
coccal invaders will be susceptible to either the 
broad spectrum antibiotics or agents such as ery- 
thromycin or penicillin. Yet Neomycin may be 
needed in a very severe coccal involvement. In 
the extremely acute infections, and particularly 
when nausea, vomiting or intestinal atony are 
concomitant it may be advisable to resort im- 
mediately to the intravenous or intramuscular 
preparations. Recently the preparation of Fura- 
dantin for intravenous use has seemingly been ef- 
ficacious in many mixed infections as well as in 
those where the bacteria are primarily sensitive 
to it. Intravenous Terramycin and the intramus- 
cular forms of Achromycin and Chloromycetin 
offer a wide spectrum of action in selected in- 
stances. It is most infrequent that we rely upon 
the sulfonamides in the treatment of acute urinary 
infections. 

Should pyelonephritis continue with undimin- 
ished severity in the face of seemingly adequate 
and appropriate medication, the presence of an 
unsuspected obstruction must be considered and 
prompt investigation carried out. Renal cortical 
abscess or suppurative pyelonephritis may be etio- 
logic should a deleterious clinical course persist, 
and occasionally surgical exposure or nephrectomy 
is necessitated. Fortunately such complications 
are increasingly rare in the light of present-day 
diagnosis and treatment. 

One significant factor needs re-emphasis: All 
too frequently in renal infections, medication is 
prescribed for too brief an interval. The kidney 
is an excretory organ which can filter antibacterial 
agents so promptly that little parenchymal reten- 
tion may result. For complete eradication of bac- 
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terial foci, medication must be continued not 
merely until the temperature is normal but until 
at least a week has elapsed since bacteria have 
been found in the urine and for at least five days 
subsequent to febrile subsidence. With cessation 
of medication, urine specimens should be evalu- 


ated by smear at two-week intervals for a month. 


Turning to the cystitic types of urinary infec- 
tion, it is first necessary to ascertain if the symp- 
toms are secondary to inherent bladder inflamma- 
tion or derivative of precursory upper urinary 
tract infection. In most instances, signs and symp- 
toms relating to an upper tract focus will be point- 
edly in evidence, with the exception of renal 
tuberculosis wherein bladder irritation may often 
be the first indication of involvement. 


The majority of cystitic episodes which the 
physician encounters in women will be accom- 
panied by a history of periodicity and a definitely 
chronic course. Many previous urologic evalua- 
tions may have determined no structural aberrancy 
to account for persistent exacerbation. In such 
cases the frequency of cervical and vaginal infec- 
tions, conjoined to lamentable vulvar hygiene, 
must be considered as instigative factors, and often 
only attention to such gynecologic matters will 
prevent cyclical infection. In many women the 
persistance of redundant parameatal hymeneal 
tags has not been appreciated as an obstructive 
element, and a mechanism for the apposition of 
bacteria to the meatus. Post-voiding wiping of 
the meatal area affords entry of bacterial flora 
and eventually access to the bladder. In such 
instances the practice of circumcision of the tissue 
tags is not without benefit in the obviation of 
repetitive bladder infections. Similarly, para- 
meatal ducts may become chronically infected and 
afford precursory bacterial instigation for vesical 
infection. Marsupialization of the entire duct will 
afford drainage and a cessation of inspissation of 
the material. It is in the omission of inspection 
and palpation of the urethra and meatus that such 
entities remain obscure, and especially is this true 
of urethral diverticula. In the presence of a 
diverticulum some palpatory variation from nor- 
mal will usually be elicited along the course of 
the urethra and more particularly when symptoms 
are in exacerbation. The presence of pus extrud- 
ing from the urethra is confirmatory. Any irregu- 


larity, thickening or cystic mass along the course 


of the urethra requires endoscopic and_ possibly 


IMSMS 





CONTROL OF URINARY 


urethrographic delineation. Surgical removal is 


the proper treatment. 
attacks 


The therapy ot isolated Cystitic can 


often, subsequent to the delineation of a bacterial 
etiology, rest with the selection of a sulfonamide 
preparation. With rapid subsidence of symptoms 
ot 


sulfonamides have appeared to be 


and clearing the urine, further study ob- 


The 


quite satisfactory in such instances and are pro- 


Is 
viated. 


ductive of few of the side reactions so prevalent 
with the antibiotics. Very little variation has been 
noted in regard to the efficacy of the various sulfa 
preparations. The highly soluble products such 
as Gantrisin, Thiosulfil, Elkosin, Triple sulfas and 
lately Kynex have statistically been equally effec- 
tive and carry little inherent morbidity 

In the of 


bladder symptoms and an uninfected urine, the 


management women with irritative 


practitioner will find almost invariably that in 


addition to specifically urinary symptoms there 


are a myriad of seemingly unrelated complaints: 
discom- 


low backache, fatigue and suprapubic 


fort. At some time in the past an infection may 


have been present, and often these patients will 
have received innumerable bladder and urethral 
treatments in addition to a variety of drugs des- 
pite the absence of any demonstrable infection 
Such 
and fairly completely without resorting to any 


A check 


urinary residuum will clarify any obstructive basis 


individuals may be screened promptly 


extensive urological evaluation. of the 


Simple measurement of bladder capacity and ton 


TRACT 


INFECTIONS—THOMPSON 
with a dilute antiseptic solution will often delineate 


abnormalities such as interstitial cystitis or the 


neurovesical disfunctions. The possibility of ure- 
thral stricture is ascertained in the passage of a 
catheter. Women with no demonstrable anatomic 
or functional vesical aberration who constantly 
insist upon instrumentive o1 pharmacologic vesical 
psychotherapy are numerous and not easily dis- 
couraged in their quest for a counter-irritant to 
underlying tension and anxiety 

In summary, the treatment of a urinary tract 
infection is a serious responsibility since all othe1 
considerations must be subservient to the preserva- 
tion of functioning renal tissue in as expeditious 
the 


pearance of cells and bacteria in the urine may 


a fashion as possible. Knowledge that ap- 
often be solely a manifestation of a disease process 
promulgates the maintenance of a high index of 
suspicion referable to a variety of pathologic en- 
tities which can be clarified only by careful evalua- 
tion of symptoms, signs, historical background, age 
is the 


and gender of the patient. Obstruction 


common precursor of most infections and must be 


eliminated to insure successful therapy. Infection 


must be treated swiftly, suitably and for a sufficient 
period of time to insure saturation of renal tissue. 
Lower urinary tract disorders resulting in infection 
are equally important and should be promptly at- 


tended to in order to deny access of the infection 


to the kidneys, for it is the kidney which is the 


most important consideration in any urinary tract 


infection. 
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The Physician’s Responsibilities in the 
Management of Rheumatoid Arthritis 


N SPITE of new discoveries and advances in 

the treatment of rheumatoid arthritis, the most 
important part of the management of patients 
with this disease today is the prevention, or mini- 
mizing, of deformity and the maintenance or im- 
provement of function. The numerous remedies 
that have been promoted for use in arthritis tend 
to detract from the appreciation of the value of 
physical treatment in preventing crippling and dis- 
ability. Hill and Holbrook’ have estimated that 
not one patient in a hundred is following a proper 
schedule to protect his joints and maintain func- 
tion. This is a serious indictment of our medical 
care programs for patients with rheumatoid arth- 
ritis. Whether one agrees with these figures or 
not, all will agree that a high percentage of pa- 
tients fail to carry out any program, or go at it 
half-heartedly, or eventually tend to lose interest 
in even a carefully planned and effective schedule 
of treatment. 

A survey of arthritic patients at University Hos- 
pital, Ann Arbor, was recently conducted to help 
evaluate our program of instruction in home treat- 
ment and to shed some light on why patients con- 
tinue or stop their home-treatment schedules. 
Fifty-six patients who had previously been in- 
structed in adequate home programs were per- 
sonally interviewed. At the time of the interview, 
five patients had stopped their home treatment 
because of improvement in their condition. Of 
the remaining fifty-one, twenty-seven were still 
continuing adequate home-treatment programs, 
but twenty-four patients who needed physical 
therapy were not treating themselves adequately. 
Six of these twenty-four patients never started on 
their recommended home program and eight 
stopped home treatment between two and four 


From the Department of Physical Medicine and Re- 
habilitation, School of Medicine and University Hos- 
pital, University of Michigan. 

Adapted from: Rae, J. W., Jr. and Bender, L. F.: 
Physical therapy in rheumatoid arthritis. Journal of 
Chronic Diseases, 6:706-711 (June) 1957. 

Read at the Third Postgraduate Seminar in Physical 
Medicine and Rehabilitation, Bay City, Michigan, 
October 9, 1957. 
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Ann Arbor, Michigan 


months after their instruction. This was greater 
than the number stopping in any other comparable 
period of time. 

There are various factors contributing to the 
frequent failure to utilize physical treatment ade- 
quately in the management of rheumatoid arth- 
ritis. Some of these are personal concerns of the 
patient, situations in which the physician may offer 
counsel but which otherwise are beyond his con- 
trol. Other factors revolve about the physician’s 
failure to take into account the patient’s emotional 
and social status as well as his physical condition. 

Proper management of rheumatoid arthritis by 
the physician includes: (1) understanding and 
conveying to the patient the importance of estab- 
lished principles of care, (2) prescribing adequate 
physical measures, (3) scheduling appropriate 
daily activities and proper rest, (4) instructing the 


patient fully, and (5) providing for adequate 


follow-up care and evaluation. 


Basic Principles of Care——Every physician who 
assumes the responsibility of caring for the patient 
with rheumatoid arthritis should recognize the 
need for establishing a program of symptomatic, 
constitutional, and supportive measures designed 
to relieve pain, prevent or minimize deformity, 
preserve or increase joint range and muscle 
strength, and maintain or improve functional 
capacity. Physical treatment (consisting of heat, 
massage, and therapeutic exercise) has proved 
valuable in attaining these goals. To be most 
effective, physical therapy must be combined with 
the other established principles of care, such as, 
increased general rest, adequate local rest of the 
involved joints, avoidance of strain and irritation 
of the involved joints, intelligent use of splints, 
supports, and shoes, and other medical agents 
(steroids, gold salts, et cetera) and surgical pro- 
cedures as indicated. Daily home treatment pre- 
scribed and supervised regularly by a physician 
who understands the physiologic effects of physical 
measures is an essential part of an adequate treat- 
ment program for individuals with rheumatoid 
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arthritis. Too frequently, in clinics, patients are seen 
who have had courses of steroid therapy or other 
medical management without ever having been 
instructed adequately in a consistent and logical 
home physical treatment regime. The physician 
must realize the importance of a comprehensive 


approach in the treatment of rheumatoid arthritis. 


Presc ription of Physical Measures.—All too fre- 
quently, physicians will send patients to the 
physical therapist without a prescription other than 
a request for “physio.”’ The therapist is expected 
to choose the treatment procedures and to estab- 
lish his own objectives. In effect, this leads to the 
practice of medicine by the physical therapist, who 
has had only limited medical training and this 
tends to divorce the physician from an important 
part of the treatment program. 

No therapeutic measure should be prescribed 
unless there is a specific reason for its use. Routine 
prescription of heat, massage, and exercise should 
be avoided. To obtain the most effective use of 
physical agents in the treatment of arthritis, the 
physician should provide the same carefully con- 
sidered and accurately written prescription for 
physical procedures that he would for drugs. 

No prescription for physical therapy is complete 
if it does not provide the physical therapist with 


the following minimum information:? 


Diagnosis. 

Parts to be treated. 

Specifications regarding procedures, or at least the 
major objectives desired. 

Special instructions regarding anesthetic areas, 
areas of circulatory embarrassment, removal of 
dressings, splints, etc. 

Number and frequency of treatments 

Date for re-examination by the physician 


Outline of home instructions if indicated 


Frequent evaluation of the patient’s condition 
is necessary in order to decide whether to continue, 
discontinue, or alter the treatment program; obvi- 
ously, therefore, the physician should not lose 
contact with the patient who is treated by the 
physical therapist or who is carrying out a home 
program. The interval between visits of these pa- 
tients to their physicians should not exceed two 
months, in our opinion. 

The intelligent use of physical measures and 
agents requires that the physician have a working 
knowledge of their physiologic effects. In arthritis, 
heat is used for its analgesic, muscle relaxing, and 
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vasodilating effects. Massage, when properly ap- 
plied, can increase the venous blood flow or lymph 
flow, but it is used primarily for its sedative and 
muscle-relaxing effects. Therapeutic exercises em- 
ployed in arthritis are designed to increase the 
range of motion of joints or to increase the strength 
or endurance of muscles. Exercise is the most im- 
portant part of the physical therapy program. 

A therapeutic exercise program may consist of 
many different types of exercise. Passive and ac- 
tive assistive types of exercise are used to main- 
tain or to increase the range of motion of involved 
joints. These mobilization exercises should be slow 
and rhythmic and should operate through the full- 
est range possible. Muscle-setting exercises can be 
used to help preserve the strength of large-muscle 
groups. Progressive resistance exercises are most 
effective in increasing muscle strength. Training 
in posture and in gait may improve body mechan- 


ics and reduce strain in the involved joints. 


It is essential that therapeutic exercise be per- 


formed properly. Purposeless wiggling of the joints 
is futile. Several short periods of exercise daily are 
better than one long period. If pain persists more 
than two hours after exercise it is an indication 


that the exer« ise was too vigorous. 


The Se he dule of Ac ttz ry 


rheumatoid arthritis should be placed on a sched- 


Every patient with 


ule of activity which provides a balance between 
rest and exercise. Extra rest prevents and mini- 
mizes general fatigue and benefits affected joints. 
Many times inflammation will subside when joints 
are rested and properly splinted and strain is re- 
moved. The optimal daily average of rest in bed is 
ten to twelve hours, but during exacerbations, 
twelve to twenty-four hours may be indicated. If 
the patient is not properly instructed he is likely 
to assume a flexed position in bed. In order that a 
patient may rest in correct position a firm flat bed 
is required. Successful treatment calls not for rest 


or exercise, but rest and exercise. 


Instruction of Patient—Even when the physi- 
cian does use those measures which have proved 
to be of value in the management of the patient 
with rheumatoid arthritis, the patient often will 
not follow the advice given for home treatment 
The physician plays a large role in motivating the 
patient to carry Out an adequate treatment pro- 
gram. It is easier to outline a treatment program 


than it is to prepare the patient to carry it out 
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It is probably true that physicians spend more 
time evaluating a patient and establishing the di- 
rection of treatment than they do in explaining the 
various treatment procedures, yet the latter is cer- 
tainly of equal importance. The physician should 
take the time to explain rheumatoid arthritis as a 
disease and describe its natural course. He must 
outline the objectives of the treatment to the 
patient and thoroughly explain the limitations of 
the various techniques. If this is done the patient 
is less likely to entertain hopes of cure or expect 
reversal of damage already inflicted by the disease 
process. Somehow the physician must help the 
patient to gain insight into what can be accom- 
plished by physical treatment. The patient must 
eventually realize that it requires an investment of 
time and effort on his part and that any benefits 
will be the result of his own hard work 

The method of instruction should take into ac- 
count individual differences in intelligence. Some 
patients will learn much more slowly than others 
To some of these, the simplest procedures will ap- 
pear too complicated to follow. Highly intelligent 
persons will grasp principles and techniques quick- 
ly, but since at best only a certain amount of ma- 
terial can be retained from any one lesson, it 1s 
well to instruct the patient two or three times in 
the actual procedures he will be using at home. 

The most successful method is demonstration 


by actual treatment. If possible, relatives or friends 
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of the patient should watch the procedure and 
even take part in it so that both the patient and 
whoever will be helping him are given the same 
view and the same understanding of the tech- 
niques of treatment. Clearly written instructions 
will serve to refresh the patient’s memory when 
he is at home and “on his own.” 

Follow-up Care. 


of the home-treatment program is the patient’s 


A highly important feature 


regular re-evaluation by his physician, so that the 
treatment may be modified according to changes 
in the patient’s condition. Frequent rechecks on 


an outpatient basis are necessary, to instruct the 


patient in modified techniques or new techniques 


as indicated. Adequate follow-up care in some 
cases may mean the difference between success and 
failure of the treatment; moreover, it may provide 
the key to the difficult problem of motivation of 
the patient in his long and arduous program of 


home care 
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PUBLIC HEALTH STATISTICS 


The graduate summer program in public health sta- 
tistics at The University of Michigan will be extended 
an additional two years. Taught for the first time this 
summer, the program drew sixty-nine students from 
United States and foreign health departments 

Designed to train specialists in the fields of records 
maintenance and medical research, the program was 
developed under a grant from the U. S. Public Health 
Service 


An evaluation committee composed of Jacob E. Bear- 
man, M.D., University of Minnesota, Lila Elveback, 
M.D.. Tulane University: and Mr. William Haenszel 
of the National Cancer Institute recommended the pro- 
gram be continued at least two more vears 

The second session will be held at the University of 
Michigan School of Public Health during the summer 


of 1959 
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Teenage Delinquency 


By Abraham Gardner, M.D. 


Lynn, Massachusetts 


ECAUSE OF LIMITATIONS of time this 


sume that delinquency is to be attributed to hered- 
presentation can touch on only a few aspects 


itary factors? 


of the question under discussion. ‘Teenage delin- After twenty years in psychiatry, including a 


quency” refers to the social maladjustments o1 goodly number of years as consultant to a busy 


conflicts of children in their teenage years and is juvenile court, and, as director of a general psy- 
a continuation of juvenile or preteenage delin chiatric out-patient clinic in a sizable general 
quency, or, at least, it stems from juvenile in- hospital, lave come to certain conclusions about 
fluences ian beings and their behavior 

We are informed that teenage delinque ncy has 
increased about 70 per cent in the past nine years 
across the nation. From reading and listen 


the publicity given the subject, 
paint illy aware of the increase in the endowment wh 
the antisocial acts of this group of offenders who sti 
late the ne wspapers seem to be carrving da man 
] | 1; 
cies On delinquency These range ove! 
tremes as murders, rape and the recom: 
of a New York sociologist that a system 

| 


ed, patterned after aborigina 


rites. He argues t 
than th 
, , 
aeveropea 


themselves 


species is, if not more deadly, at least « Fre 


much so. Furthermore, since when are 70eS 
responsibility 
Presented at the meeting of the Michigan ac of tains the mai 
General Practice and the Wayne County Fal , : ; 
uate Assembly, Detroit, November 7. 1957 pe stressed 
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of necessity, takes on the role of secondary parent 
and this is not to be taken lightly without the 
risk of serious trouble. 

During all the years from birth on, the father, 
because he is the wage earner and being out of 
the home most of the day, may carry a lesser por- 
tion of direct responsibility, but this does not 
excuse him from contributing his share of assist- 
ance when he is available. In the earlier years he 
helps his mate, to some extent eases her burden 
and plays the part of an assistant as well as that 
of authoritative support. As the child grows older 
the father’s role is more authoritative and _ his 
guiding influence is a more direct one. This reach- 
es its greatest significance at about the time the 
child reaches puberty, especially with boys. 

From puberty to about eighteen or nineteen 
years, the influence of the parents and teachers 
tends to diminish gradually as the child evolves 
into an independence-seeking young adult. With 
these thoughts in mind, I would like to review 
briefly some of the events of the past half century. 
These, I believe, offer some explanation of the 
evolution of the problem of delinquency which is 
causing us so much concern. 

In the so-called “horse and buggy days” during 
the first decade of this century, it appears that the 
situation was fairly serene and quiet. With the 
coming of World War I, for the first time in num- 


bers of any major significance, women embarked 


on a large and active roJe in the war effort: some 
, 


of them getting into uniform as well. Following 
this war there came a sort of social revolution 
which we may call the “flapper era” of the 1920’s. 
Women cut their hair short in “boyish bobs,” 
dressed so as to flatten or conceal their curves, 
and perhaps with some significance, seemed to try 
to disguise the fact that they were feminine. Dur- 
ing this period we also saw women in large num- 
bers leaving their homes to enter the career 
world. The depression years, to some extent, had 
a sobering effect. However, the prohibition law 
had been enacted and, as we well know. brought 
with it a loss of respect for law, order and au- 
thority. Next came World War II and now, 
women, literally millions of them, went from their 
homes into factories, offices, uniforms, et cetera, 
on a full-time or part-time basis—often earning 
unprecedentedly high pay while doing the work 
formerly done by men. Teenage “victory girls” 
haunted Scollay Square in Boston and similar lo- 
calities in other cities. At the same time their 
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older sisters, increasingly independent, began to 
frequent public drinking places unescorted, and 
some of them became bar girls, on the make for 
free drinks and male companionship. ‘Teenage 
boys, imaginations fired by war news and war 
heroes, played at games of war and dreamed of 
becoming o!d enough for service eligibility so that 
they too could get in on the shooting. Not infre- 
quently these dreams were nurtured by the absence 
of their fathers employed in the war effort, and 
the unwitting neglect of their mothers who were 
working and had become accustomed to independ- 
ent and “unescorted” social and_ recreational 
pursuits. 

Following World War II there came the Korean 
conflict, headlines shouting of political greed and 
dishonesty, and persistent tensions at the interna- 
tional level. Thus, we see several factors which 
appear to offer some explanation of the present 
delinquency problem. 

1. The emancipation of the woman from the 
home and the consequent deterioration of the 
home in our society. I feel this is the most impor- 
tant factor for we cannot speak of society without 
remembering that the home is its fundamental 
unit, and that it is the mother who is best able 
and most influential in the making of a home. The 
basic principles of ethics, morals, religion and all 
acceptable social attitudes are taught, in the begin- 
ning, at the mother’s knee. These, however, do 
not take on meaning unless the atmosphere of the 
home and the example of the parents, under daily 
observation by their children, are in accord with 
their teachings. 

2. Demoralization of the teaching profession 
resulting from restriction of building of schools 
during the war years with resultant overcrowding; 
failure of the program of remuneration for teach- 
ers which even to the present time has not been 
fully corrected: and, in some communities, the 
infiltration of undesirable political influence 
peddling of appointments and promotions of 
teachers so that the qualifications of many teachers 
are not as high as they should be 

3. Further deterioration of respect for law, or- 
der and authority relating to the political scene 
wherein many people feel they are being taxed 
excessively and that it is smart to try to outwit 
the government on this score. Also the wide- 
spread feeling that dishonesty, graft, and shrewd 
behind-the-scenes manipulations are inherent in 


politics. Still further are the unremitting, fre- 
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quently-flaring-up international tensions and their 
dealings which the average layman finds so diffi- 
cult to comprehend. 

Such a loss of respect for law, order and author- 
ity appears to have filtered down from the inter- 
national level to the individual. Often this atti- 


tude is transmitted subconsciously to the children 


This state of demoralization would tend to oppose 


and offset to some degree the teachings of church 
and clergy as to an ethical and moral way of life. 

The many paradoxical attitudes of adults in 
their moral and ethical dealings with their fellow 
men, at all levels, is not one that might be expected 
to be helpful to the young people. I refer here, as 
examples, to such matters as the question of inte- 
gration, discriminatory practices involving racism, 
and employment, attitudes toward the handi- 
capped and older workers who are still skillful and 
able to work. 

These influences are by no means peculiar to 
our own communities in the United States, and, 
as may be expected, the problems of delinquency 
are severe in other nations—wherever these factors 
prevail. 

If we ask ourselves, therefore, who and what are 
the causes of this difficult problem, the answers, at 
least in part, are fairly apparent and logical from 
the preceding discussion. Also, what is needed to 
bring about a better society becomes quite ob- 
vious. Certainly, we doctors (and that includes 
psychiatrists) are neither qualified nor equipped to 
produce any rapid or drastic changes for the bette1 
at the international or national levels. With cour- 
age, persistence and organized activity at the local 
or grass roots level, it probably would be possible, 
over a period of time, to bring about a greatly 
improved climate, politically, and expand it from 
there even to the national scene. However, this 
Utopian state of affairs, as of now, is but a rosy 
dream 

We would gain much more, I believe. if we 
turned to more elementary factors within the scope 
of our activities. Let us remind ourselves again, 
that the home is the unit of our social structure 
Ideally, the home should consist of a mother and 
father providing for the physical and material 
needs of their children, while, at the same time, 
furnishing by precept and example, the moral and 
social training required in our way of life, in a 
benevolent atmosphere of love, harmony, mutual 
respect and emotional security. 


I do not mean to suggest that women should re- 
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turn to the kitchen and desert careers, jobs, com- 
munity and civic affairs. I do suggest, however, that 
those women who seek to combine home duties and 
careers should maintain a proper perspective as to 
which is the greater responsibility. I suggest that 
fathers and mothers. both, give their attention to 
their offspring in adequate degree so as to keep 
I feel they should not 


beg off their responsibility with excuses, such as— 


them out of delinquency 


they were too busy with other matters, or that 
they did not know what was happening. If parents 
will provide for their children’s needs, delinquency 
will be kept to a near minimum. Where parents 
fail, we see the young people exhibiting reactions 
of insecurity, hostility and rebellion. We may ask 
ourselves whether delinquents are sick people. It 
is my view that most of them are reacting nor- 
mally to the abnormal circumstances of their lives 
and should not be considered sick. A small per- 
centage are sick and need attention, but for the 
most part the problem is social and not medical. 
In other words, I would venture the opinion that 
the majority of these delinquents are aware of the 
antisocial nature of their behavior and are un- 
concerned 

Teenagers, who are not in conflict with society, 
manifest strong drives to assert themselves and 
establish adult statu At the same time they are 


in conflict with themselves, being neither children 


] 


nor adults, and they feel a similarly strong need for 


direction and guidance Outwardly they tease, 
push and test their parents to extremes while in- 
wardly, they are greatly relieved when the parents 
show understanding and help guide the way. The 
parents meanwhile are often under much stress 
for fear they ight mishandle the responsibility 
and not use the required amount of tact in dealing 
with their children 

[The problem group of teenagers, on the other 
hand, care little about parental influence, quite 
often with just cause. These young people con- 
centrate almost exclusively on = asserting their 


adulthood. They deny the or direction and 
adopt false standards as criteria of their desired 
status. They have ere: for belonging to 
groups or gangs and approval of the 
group, even if by means these criteria. Thus, 
they show immature, senseless sexual behavior and 
set into gang fights or rumbles, violence and all 
sorts of acts lacking ethical or moral val 
indications of thei 


superiority 
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For these young people who take unto them- 
selves such independence, who set up as it were, 
a separate society with separate rules of behavior, 
the outlook is not a happy one. They are in con- 
flict with society as a whole and the majority can- 
not subjugate itself to the misguided few. Acts of 
violence should be dealt with as provided for in 
our laws. If teenagers wish to be considered adults 
generally, why isn’t it reasonable they be expected 
to face the consequences of their acts as such? 

We may hear shouts of “No! No! These are but 
children! They need psychiatric evaluation, socio- 
logical readjustment, love and guidance!” In an- 
swer to this I say that some fifty years of child 
guidance clinics, psychiatric evaluations and what- 
ever love and guidance have been available, have 
failed to control the problem. It has grown and 
is growing! The real work is to be done in the 
area of prevention. Here I wish to express the 
belief that we shall probably never be able to pro- 
vide enough professional personnel, such as, doc- 
tors, social workers, police, probation officers, et 
cetera, to even begin to cope with this problem 
successfully. Certainly clinics are of some help, 
evaluation helps in understanding, police, courts 
and ancillary departments are needed, and recrea- 
tional and athletic programs are worthwhile. I 
would point out that often it is the delinquent 
youths who are most proficient in these athletic 
and recreational programs and sometimes they are 
leaders in the groups, but this does not deter them 
from their delinquencies. 

At present I can see but one source of neat 
adequate personnel to meet with and control this 


problem and that is the parents themselves. 


Somehow they must be called upon to do their 


jobs adequately. Please do not misunderstand. 
Most parents, by far, wish to do so and do man- 
age to do a creditable job with their children. I 
am speaking here of the parents of the 5 or 6 pet 
cent of.our young people who are under discus- 
sion in this paper. 


In some states laws have been passed whereby 


parents are held equally responsible with their de- 
linquent offspring. Some controversy has arisen 
regarding the constitutionality of such laws. I 
am not an attorney and cannot judge this, but I 
feel that logic supports such legislation. In Massa- 
chusetts there is a law, and it is quite an old one 
at that, which provides that parents are held re- 
sponsible for their children’s attending school and, 
that they are subject to fine up to $20.00 each time 
they are found guilty of failing in this duty. With 
this law as a basis and on the theory that frequent 
truanting might be a forewarning of further de- 
linquency, we tried an experiment at our juvenile 
court session. The school attendance officers pro- 
vided us with lists of pupils who were frequently 
repeating truants. Their parents were divided into 
groups of about one hundred persons and called to 
assemble in open court sessions. There the presid- 
ing judge, in all his dignity and wearing his judi- 
cial robes, addressed them from the bench. He 
read the law to them and then gave them stern 
warning of his intent to bring them to court, and 
fine them as often as they continued to fail in 


their duty. ‘To our pleasant surprise there followed 


a reduction in truancy ranging between 80 and 
90 per cent and lasting two and a half to three 
months. This was true in all the groups and the 
drop in truancy was accompanied by a drop in 
other delinquencies. 

This suggests that some parents can be stimu- 
lated to do their part in the control of the problem 
of delinquency. I suggest, further, that such pro- 
grams when instituted, will require repeated action 
and unremitting persistence. As I stated at the 
outset, this discussion would, of necessity, be limit- 
ed to a few aspects of this question of teenage 
delinquency. We could talk for many hours with- 
out exhausting the subject. I have here offered 
some theory as to the causation of the problem and 
some generalized suggestions for meeting it. I 
do not delude myself with ideas that I have sug- 
gested a general cure, but I would like to feel that 


I have pointed a finger in the right direction 





ESSAY AWARD 


The American Congress of Physical Medicine and Re- 
habilitation conducts an annual essay contest and also 
sponsors the Bernard M. Baruch Essay Award. These 
contests are open to medical students and students in the 
field of physical medicine and rehabilitation. Awards are 
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presented to persons submitting essays on any subject in 
the field of physical medicine and rehabilitation who 
have been selected by the Congress Committee on Essay 


Award as the prize winners. 
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Echo 9 Viruses 


By R. G. d’Adesky, M.D. 


Marquette, Michigan 


VEN THOUGH some of the viral diseases did not reveal 


rainst > ir sir I is a a } 1 1 ece - 
have been known for many years, new dis- igainst DPT and smallpox as a baby and had received 


any patholog I had mmunized 


wa : two Salk vaccines four weeks prior to consultation. She 
ease-entities are constantly being brought our 


: was given Thorazine ig. every four hours, and was 

attention. instructed to return . ing day for a check-up 
Among these, particularly with the improve- Her mother stated that she ‘ted once in the 

ment in identification of viruses, are the so-called morning prior ond vi that time her 


Echo 9 viruses, short for enterocytopathogeni was iv! ang a tumbat n re wa kavised 
whicn * motn -Tused n nt nome it returned 

human orphans [The two cases reported her 

would probably have been labeled nonparalytic 


poliomyelitis in the sake of true etiology and also 


in order to evaluate the protection given by the fundoscopic 


poliomyelitis immunization program fumbar 


Case Reports 


ase 1.—The first 


who consulted Aug. 4, 1957, because of fever and 


stiffness. He had been immunized against diphtl 
pertussis, tetanus (DPT) and smallpox as a baby 


had three injections of Salk vaccine in 1956 


On examination, his fever was 102°, his neck wa 


with a positive Kernig’s and Brudzwinski’s sigt 


were no other symptoms. A lumbar puncture y 
spinal fluid under normal ssure, cloudy with 895 
‘ 


per cu. mm., having 84 per it polymorphor 
leucocytes and 6 nt lymphocytes, increased 


tein, 89 mg. and normal sugar. No bacteria we 
on direct smear or found on culture His white 
count was 10,900 with 68 per cent polymorphonu 


leucocytes and 32 per ce 


nt lymphocytes 
blood studies were sent to Lansing along w 
san ples of blood The re ports can back that 


Viruses were isolated 


Case August 10, 195 a ten-vear-old 


seen with the complaint of nausea of twelve hours dura 
tion and low grade fever of | Her past hist 





ECONOMICS OF MEDICAL CARI 


“The American people today—through 
magazines books, radio and televisior al 
formed than ever before on the advances of ical 
science. They also are extremely interested in the socio- Th 
economic-legislative aspects of medical care. They want vigorous support 


good modern m dical service at a I asonabk 


f voluntary |} 
passed whe 


them against severe adrains on their incomes Our job the 


cost 


and through financial mechanisms which will protect 


lesser of two evils 
is to prove without doubt that private voluntary pro- its existence R. B. Ror 
grams will meet that need far better than panaceas legate >» A.M.A 


Ocroper, 1958 














The Michigan Postgraduate Program in Medicine 


Extramural Courses 
1958-59 


The Michigan State Medical Society, in co-operation with the University of Michigan Medi- 
cal School, Wayne State University College of Medicine, and the Michigan Department of 
Health announces the extramural postgraduate program for the fall 1958. 


Centers Dates 


Alpena November 6 
Battle Creek ; October 7 
Bay City November 5 
Jackson October 21 
Lansing October 28 
Midland . November 13 
Muskegon October 17 
Port Huron October 7 
Roscommon October 16 
Traverse City ..... November 6 
Upper Peninsula 
Escanaba Novembe 
Menominee Novembe 
Iron Mountain Novembe 
Sault Ste. Marie Novemb« 
Ironwood Novembe 
Houghton Novembe 
Marquette Novembe 


l 


l 
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Intramural Courses 
University Medical Center, Ann Arbor 


Clinical Internal Medicine (Thursdays October 2, 1958-March 5, 1959 
Clinical Exercises for Practitioners (Wednesdays October 8, 1958-March 4, 1959 
Gastroenterology ; November 10-14, 1958 
1959 
Anatomy (Thursdays ; February 12-May 28 
Internal Medicine 
Pulmonary Diseases March 16-20 
Recent Advances in Therapeutics March 23-27 
Diseases of Blood & Blood-forming Organs March 30-April 
Diseases of the Heart April 6-10 
Electrocardiographic Diagnosis April 13-18 
Rheumatology ‘ April 20-24 
Metabolism and Endocrinology April 27-May 1 
Ophthalmology ; April 20-22 
Otolaryngology April 16-18 
Pediatrics, Obstetrics and Gynecology January 26-30 
Radiology, Diagnostic April 6-10 
Radioactive Isotopes, Clinical Use of As arranged 


Further information and application blanks may be obtained from: John M. Sheldon, M.D 
Director, Department of Postgraduate Medicine, 1610 University Hospital, Ann Arbor, 
Michigan. 
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Communications: 1958-59 


Other presidents have used this page to inform, argue, 
cajole, preach, brag, deny, interpret, etc., ad infinitum. 
That leaves me with considerable latitude in what I may 
choose to publish. I intend to take full advantage of that 
fact and, in the main, just talk each month as informally 
as if we were together in Charlevoix contemplating the 
sunset from our family room window. 


I guess we live in pretty much of a catch-as-catch-can 
world. I’m informed the Master has a master plan but, 
so far as I’ve been able to see, nobody below that level 
has come up with one, and I don’t think it would sell, 
anyway ! 


Which leads to the conclusion that if our temporal 
plans can’t be all-masterful and all-encompassing, then 
we must rely on principles and objectives. One of the 
principles I would like to have re-emphasized by the 
MSMS during my term as President is—that a free inter- 
change of opinion and information among its members 
and with other professions can advance the medical pro- 
fession toward two of our avowed objectives: 


® the promotion of better understanding between our- 
selves and among the several professions, and 


@ the participation of all our members and the mem- 
bers of all the professions in programs having fo1 
their purpose the advancement of professional ideals 
and professional welfare. 

These principles and objectives are certainly in the 

public interest, which is always our number one objec- 
tive; we have nothing to hide. Let’s lay it on the line. 


Vergere-  . Garb onato0 


President, Michigan State Medical Society 
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JEROME CONN—BANTING 
MEMORIAL LECTURER 


Dr. Jerome W. Conn of the University of Mi- 
chigan was selected to deliver the Banting Mem- 
orial Lecture this year at the 18th annual meet- 
ing of the American Diabetes Association. This 
honor has never before been extended to a doctor 
from Michigan and Dr. Conn deserves our sin- 
cere congratulations. 

As the chosen lecturer, he also received the 
Banting Medal. Dr. Conn for years has been 
known as one of the top research physicians in 
Endocrinology and has lectured on his chosen 
subject in this country, in Europe, and in South 
Ameri a. 

Michigan has a right to be proud of this great 
scientist and THe JouRNAL is exceptionally for- 
tunate in being able to publish the Banting Lec- 


ture in this issue. 


Wma. M. Le Fevre, M.D 


BLUE SHIELD PROGRAM M-75 


publishe d 


in its entirety in THe JourNAL. This is a com 


The new contract policy has been 


plete revision, a very elaborate extension of serv- 
ices and a completely new set of rules in an at 
tempt to vive our subscribers the type of servic 
they wish. and to o1Ve our doctors the very best 
possible working contract so that all may be served 
to the best of our ability This represents mor 
than two years of intense study Committees fron 
incil, committees from the House of Del 
and private study committees from various 
f the state made reports to a special meet- 
ing of the House of Delegates in April, 1957. An 
extensive Opinion Study was made, as were ques- 
tionnaires and studies involving every practicing 
physician who would respond. 
asked what benefits they desired: the doctors were 


asked what services could be given and how 


I he people were 


he Owen Committee of the House of Dele- 
gates, after much work, published a comprehen- 
sive analysis and made specific recommendations. 


The Slagle Committee from The Council made an 
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independent study and also recommendations 
These two committees with the facts of the Opin- 
ion Study were consolidated by the reference com- 
mittee, and a specific program was outlined con- 
sisting of a set of principles which should be the 
guiding directive. The House unanimously adopt- 
ed this section and instructed The Council to 
appoint a special committee of its own, and Michi- 
gan Medical Service to establish a policy culmin- 
ating this program. All of this has been accom- 
plished and the policy has been published lo 
the n’'th degree the instructions of the House 
have been carried out: setting up an insurance 
program, and a service program involving many 
things, but centering upon an entirely new sched- 
ule of fees. [The committee was instructed to 
] 


develop a new relative value fee schedule for 


Michigan, but while that was being done to adapt 
to our needs as we could the relative value fe 
schedule of California which has four values. 


lone. Conferences have been held 


has been ( 
these various fee schedule committees and by th 
committee on medical care insurance and a tenta 
tive program of fees has been adopted pending tl 
report of our Own committee with a Michi 
lative value fee schedule 
A deadline of conferences between these vari 
committees had to be set up and the working 
of the policy M-75 was approved by the state 
surance commissione! Although some roups 
failed to consult with the committee within the 
necessary time limit, a working schedule has bee a 
lished. Dhe permanent sched ile has not vet 
adopt d and that committee is still worki 
igantic job has been done, and working 
fee schedule (which is not final) has been pub- 


lished. 


published which will be totally and completely 


Chere probably never will be a schedule 


satisfactory to everyone. Contained in the pres- 
ent program is a method by which inequalities and 
inadequacies can be ironed out by special coun 
cillor district committees. [he final fee schedule 
is still to be published and the program calls for 
a Permanent Advisory Committee on Fees. The 
Michigan State Medical Society realizes, and al- 


ways has, that conditions are changing, responsi 


JIMSMS 





EDITORIAL 


bilities and availability of services and procedures 
are changing. When Blue Shield was first estab- 


lished, those pioneers spent many hours in many 


different meetings trying to set up a justifiable 


method of paying for specialty services and at the 
same time write a contract that would be accep- 
table to the profession as a whole. 

At that time, there was a strong feeling that 
possibly men in the surgical specialties were being 
paid more liberally than those in the medical 
specialties and the general practitioners. This was 
a problem the profession had had for the preced- 
ing seventy-five years and had not solved. There 
is evidence developing as this is being written, 
showing that certain groups, specialties, and others 
representing groups of specialties, are advocating 
non-compliance with the published program of 
the State Medical Society in order to force their 
particular ideas of payment upon the profession 
The Michigan State Medical Society represents 
the whole membership and it realizes that there 
are some inequities and would be happy to find 
a formula to which all would agree. One reason 
this standing fee schedule committee was ap- 
pointed was to establish for Michigan a relative 
value schedule which could be accepted and 
worked out by all our membership. 


COMPLETE MEDICAL CARE PROGRAM 


Certain branches of the labor organization, Lo- 
cal 7 of the Michigan CIO, in their news edition 
of January 23, 1958, have announced that a com- 
plete medical care program is available night now 

that is on that date) by which any laborer, co- 
operative organization, or credit union could have 
complete group hospital insurance and medical 
service. Medical care service would be rendered 
by doctors assigned to them working on salary 
without office or financial expense, so that they 
could devote their time to the practice of medicine 
instead of collecting bills. This program is based 
upon the Group Health Association established a 
year or so ago and which is ready to be activated 
in Detroit or elsewhere in Michigan. If the Mi- 
chigan State Medical Society cannot arrive at a 
workable program and give service to its sub- 
scribers, the millions of people who wish this 
service will certainly take steps to activate the 
above mentioned Group Health Association which 
has some medical staff already and could very 
easily get more or a drive could be made on 
Washington. 


Ocrossr, 1958 


NON-PARTICIPATING DOCTORS 

The Seal of Assurance Committee, which was 
set up to secure participation of our Michigan 
State Medical Society membership in the new 
M-75 group insurance program, has had some 
rather serious opposition to its activities. The 
successful operation of Blue Shield at its beginning 
and its successful continuation depends upon there 
being enough participating doctors to guarantee 
service to the subscribers. When the enabling act 
was passed, this question of participation had not 
arisen and was not included, but before the in- 
surance commissioner would allow the program 
to be sold it was necessary to convince him that a 
sufficient percentage of our membership would 
agree and guarantee that the promised services 
would be given to the public. 

The new program and its advantageous prin- 
ciples soon gave more than 80 per cent of the 
membership as participating, which meant at that 
time (and still does) that if the receipts through 
the sale of these service policies should be inade- 
quate to pay for the services rendered, the doctors 
agree to accept what was paid on a pro-rata basis. 
There was serious opposition in areas but the in- 
surance commissioner allowed the contracts to be 
sold when convinced they could be serviced 

The two committees appointed to study the 
over-all situation and to make recommendations, 
the Owen Committee appointed by the House of 
Delegates and the Slagle Committee appointed by 
The Council, found a fixed belief that the non- 
participating doctor was not carrying his burden 
and that the participating doctor made the sale 
of the Blue Shield program possible. They be- 
lieved, as other State Associations have, that some 
distinction should be made between the two. The 
Council, in reviewing the Slagle Committee re- 
port, removed that particular item before sending 
it on to the House of Delegates at the September, 
1957, meeting. The House of Delegates Owen 
Committee included it. The Opinion Study re- 
port found the feeling to be almost equally di- 
vided. The reference committee left it in the 
final report and set of principles which were 
established. Government, the Veterans Adminis- 
tration, and the labor unions have demanded lists 
of participating doctors and have been refused 
from the very beginning. 

Since the Seal of Assurance Committee has 
started work there has been organized opposition 


to this established policy of the Michigan State 
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Medical Society. One group has been writing 
letters to the membership of the State Society urg- 


ing non-participation. Another group, which was 


established July 14, is even more vigorous in its 
opposition to participation, even to continuing 
Blue Shield. Participation is fundamental to the 
Blue Shield theory as exemplified in Michigan, 
where it is completely a function of the Michigan 
State Medical Society. 


WHY THE INSURANCE PRINCIPLE 


Seventy-five per cent of our members have 
never seen conditions where vast numbers of the 
public absolutely could not pay for medical service 
and where if anything other than routine work 
came up it was a calamity. Far-seeing pioneers 
developed this budgeting program in spite of op- 
position from every direction. The AMA told 
doctors to practice medicine and leave the insur- 
ance business to insurance companies. But the 
insurance companies declined, saying that this 
service was absolutely uninsurable. That very 
background was the basic reason for the member- 
ship agreeing to accept the fees paid as full pay- 
ment until it could be demonstrated that pre-pay- 
ment would succeed. 

If the non-participators succeed in reducing the 
lists of those who guaranteed to service the program 
to the point where the insurance commissioner 
cannot endorse the policies now offered for sale, 
medically controlled prepayment would go out of 
existence. It would go to the established insur- 
ance companies with their experience rating, with 
the medical profession totally excluded from deter- 
mining the fees to be paid, or it would go to the 
already organized plan developed by labor where 
the doctors would be purely on a pro-rata or 
salary basis, very similar to the services now having 
so much trouble in England after ten years. If 
either of these groups failed, the public would 
demand help from the government. If large 
masses of our employed people were denied the 
benefit of pre-paid insurance, the Government 
would have to step in. If the labor-sponsored 
insurance program should meet the same condi- 
tions the English program did with complete 
bankruptcy and increased costs, the pressure on 
government would be irresistible. To protect our 
people, it is necessary to guarantee that health 
benefits can be obtained at a reasonable rate. 

The groups opposing participation have made 
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some unwarranted statements. Nobody who sub- 
scribes for the Blue Shield program will be denied 
payment. If the subscriber’s doctor is participat- 
ing, the payment will be made directly to the 
doctor as always. If he is a non-participating 
doctor or one who is assuming no responsibility 
for the success of the budgeting program, the pay- 
ment will be made to the subscriber, and the doc- 
tor will simply have the same responsibility of 
collection he has always had—directly from his 
patient, unless an assignment is made otherwise. 
There is no compulsion for any member to sign 
the participating agreement. By not doing so, he 
is not put imto a separate class of physicians ex- 
cept in his own mind. Michigan Medical Service 
will fulfill its promise to its subscribers and _ its 
service agreement by paying the stipulated amount 
directly to the doctor unless he by his own choice 
prefers to make his collections through the pa- 
tient, in which case the same amount will be paid 
the patient and may be transmitted or assigned to 
the doctor. 

It is hoped that pro-rating or reduction of 
benefits will never again be necessary. The new 
program contains a method of establishing fees 
which will automatically eliminate a wholesale 
revision. All that is needed is for interested mem- 
bers to work with the permanently established fee 
schedule committee and develop for Michigan our 
own relative value scale. Then a new multiplying 
factor can be established at any time—also in- 
dividual items can be changed as the relative 


value changes. 


“EVALUATION” OF BLUE SHIELD 


A self-appointed group claiming to represent 
the whole profession and certain specialties, on 
July 14, 1958, established a “Committee for evalu- 
ation of Michigan Medical Service.” The express 
purpose of this committee was to criticize Michi- 
gan Medical Service and to enlist whatever op- 
position they could to M-75, the Michigan State 
Medical Society’s new medical. care program 
They adopted a set of resolutions which were 
published in the Detroit Medical News and which 
together with an editorial, secured rather exten- 
sive publicity in the state. 

There have already been several evaluations 
made. One was conducted under the sponsor- 
ship of the Michigan State Medical Society and 
Michigan Medical Service in 1944, another was 
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EDITORIAL 


conducted to study public opinion and attitudes 
by the Fact Finder’s Association for Blue Cross 
and Blue Shield in 1951. In 1955, Michigan 
Hospital Service (Blue Cross) petitioned the State 
Insurance Commissioner for an increase in premi- 
um rates. This raised a storm of protest, particu- 
larly from labor leaders who had just conducted 
a “survey of adequacy of Michigan Medical Serv- 
ice benefits.” This report was released March 19, 
1956. In the meantime, the governor had ap- 
pointed a “Commission” to study Michigan Hos- 
pital Service and because it was tied so closely 
Michigan Medical Service. This Commission met 
a number of times and had extensive hearings 
The Michigan State Medical Society and Michi- 
gan Medical Service co-operated completely and 
furnished each commissioner with a large packet 
of foundation material, information, reports, et 
cetera. 

The newspapers had a holiday, starting on 
February 20, 1956, and continuing almost daily 
to August 26, 1956, with occasional reports afte1 
that date. The Commission had been asked “to 
find out why hospital costs were increasing and 
to find a method of holding costs of health service 
down.” The Commission finally recommended 
a study be done by a certain named group at 
the University of Michigan—to occupy two years 
and cost $200,000. The money not being avail- 
able, the Commission asked Blue Cross and Blue 
Shield to contribute to this study. 

In the meantime, The Council of the Michi- 
gan State Medical Society appointed a commit- 
tee to arrange for an unbiased study. The Kel- 
loge Foundation offered to finance this study if 
the Michigan State Medical Society, Michigan 
Hospital Association, Michigan Medical Service, 
and Michigan Hospital Service could be con- 
vinced of its impartiality and would agree to 
accept the findings. That study is now going on.* 

A Council committee headed by Dr. George 
W. Slagle also promptly began work. At its 1956 
session, the House of Delegates also appointed a 
committee headed by Dr. Clarence I. Owen, at 
that time President-Elect of Wayne County Medi- 
cal Society, with instructions that these reports 
be ready by August 15, 1957, for publication and 
distribution to the members of the House of Dele- 
gates. These committees, in their studies, deter- 
mined that a special session of the House of 


*See news item from University of Michigan. 
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Delegates was necessary, and this was held April 
27, 1957. Definitive action was taken, an “opin- 
ion study survey” was ordered—which was to be 
finished before the session of the House of Dele- 
gates in September. That survey was a very 
extensive one involving contacts with more than 
65,000 persons. It was done by the staff of Michi- 
gan State Medical Society with help from Blue 
Shield, Michigan Health Council, and advice from 
certain specialists at Michigan State University. 
The three recent studies by the Slagle Commit- 
tee, the Owen Committee, and the Opinion Study 
conducted by the Society under instructions of the 
House of Delegates would seem to be adequate. 
Extra labor, material, advice, mailing and print- 
ing cost was about $20,000. Based on this infor- 
mation, the House of Delegates, in September, 
1957, unanimously adopted a set of principles to 
guide the Michigan State Medical Society, and 
appointed a special committee to serve with 
Michigan Medical Service in developing a group 
contract. M-75 is the result. Every feature of 
that contract is justified by the reports of the 
Slagle and Owen Committees and the Opinion 
Survey, using the majority reports in every in- 
stance. The contract is now accepted and ap- 
proved by the Insurance Commissioner and _ is 


being sold 


Now this new self-appointed group proposes to 


make a study with the announced purpose of or- 


dering the House of Delegates to change its in- 
struction and not to sell the new M-75 contract 

At the meeting of the Executive Committee of 
The Council on August 20, 1958, a letter from 
this group was presented, demanding that the 
Michigan State Medical Society make available 
to the group all its facilities and to publicize by 
direct mailing to each member all the criticisms 
derogatory to our accepted program, to make 
the clerical staff available, with MSMS paying 
the expense. They also demanded an immediate 
session of the House of Delegates to reverse its 
decisions made last September Further, they 
invited delegates from each county medical society 
to their meetings. 

The Michigan State Medical Society, in build- 
ing this new M-75 policy, carried out the instruc- 
tions as unanimously expressed by the properly 
elected House of Delegates, representing the com- 
ponent county medical societies, and incidentally, 
the specialty groups, because their members also 
are House members. 
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YOU AND YOUR BLUE SHIELD 
“SAVINGS BANK” 


To understand what is happening today, it is 
usually necessary to recall what happened yester- 
day. So Dr. Russell B. Carson, President of 
Florida’s Blue Shield Plan, reminds us that “Blue 
Shield was born of two parents—economic neces- 
sity and self-preservation.” 


Economic necessity of the patient, who needed 
medical care, wanted to pay for it himself and to 
the doctor of his own choice. 

Self-preservation for the doctor, from the 
bankruptcy of uncollectible bills—and from dom- 
ination by the welfare state. 


Dr. Carson, in his address before the 1958 Na- 
tional Blue Shield Professional Relations Confer- 
ence, compared Blue Shield to a savings bank, 
in which the patient places regular deposits 
against the day when he needs money to pay 
for medical care. 


From the doctor’s viewpoint, Dr. Carson 


pointed out: 


“This savings bank became an extension of our own 
front offices because it was maintained by our own 
board of trustees. We do our own collecting and dis- 
bursing without deduction of a profit and without inter- 
ference from any third party telling us how, when, o1 
to whom the disbursement should be made. We doctors 
had, or should have had, control of these savings 
banks.” 


But if we doctors are to benefit from Blue 
Shield, we must take an active, responsible inter- 
est in our Plans. And if we want our patients 
to continue making their deposits in the Blue 
Shield Bank, then we must demonstrate, day afte: 
day, that both Blue Shield and its sponsoring phy- 
sicians are serving, first and foremost, the welfare 
of our patients and the public. 

The role of the doctor, says Dr. Carson, “must 
be that he once again become an integral, inter- 


ested, co-operating part of the idea and ideals of 
the Plan.” 


AN APPRECIATION 

The Editor and THe JourNat of the Michigan 
State Medical Society are again indebted to Wil- 
liam M. LeFevre, M.D., for his aid in securing the 


special diabetes papers for this issue of THE Jour- 


NAL. His assistance is much appreciated. 


PARTICIPATE OR PERISH 


The practicing physicians of Michigan are be- 
coming increasingly aware of the compelling rea- 
sons and indeed necessity for participating mem- 
bership in the new Employment Group Benefit 
Contract soon to be offered. 
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The medical profession has long been noted for 
the vigorous independence displayed by its mem- 
bers. The arduous years of medical schooling 
and residency training instill both a deep and an 
abiding sense of responsibility, as well as the neces- 
sity for independent judgment. When the chips 
are down, each physician must possess the courage 
to make life and death decisions. 


With such a background, it is not surprising 
that many members of our profession are most 
reluctant to acknowledge the urgency of their be- 
coming participating members of the new con- 
tract. Unanimous conformity is hard to achieve 
since it is contrary to the life experience of 
physicians. 

Organized medicine in Michigan, in spite of 
the inherent highly individualistic nature of its 
members, has reached a decision. Our M.S.M.S. 
House of Delegates has committed us to the new 
Employment Group Benefit Contract. It is now 
incumbent upon us to become participating mem- 
bers. Specialty groups would be well advised not 
to vote as units on whether or not to participate 
as their members will hold this to be a matter 
for individual determination. 


The time for bickering and acrimonious public 
debate has passed. While many are violently op- 
posed to certain provisions of the new plan, they 
would be in a much stronger moral position to 
push for the changes they desire after becoming 
participating members. 


Some disagree that the family income should be 
judged solely by the wages of the head of the 
household. Others feel there should be no dis- 
tinction drawn in the manner of payment between 
the participating and non-participating. Large 
numbers believe the Technical Surgical Assistance 
fees to be discouragingly low. Still others hold 
that medical care fees are unrealistic and are not 
commensurate with the time and skill necessary in 
many medical cases. 


The House of Delegates’ Permanent Advisory 
Committee on Fees now becomes the open forum 
before which groups and individuals seeking 
changes in fee schedules should press for the 
correction of inequities. To alter the basic philo- 
sophy of the new plan, action must be initiated 
in the Michigan State Medical Society House of 
Delegates. 


For the present the choice is clear. Every 
physician should become a participating member 
while reserving his inalienable right to seek re- 
dress, both individually and through his elected 
Delegates. 


Refusal to participate carries the grave threat 
that Michigan Medical Service, and with it the 
private practice of medicine, may well perish.-— 
F. P. Ruoapes, M.D., President, Michigan Aca- 
demy of General Practice. 
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In Biliary Distress 





ZANCHOL 


Improves Flow and Color of Bile 


Zanchol (brand of florantyrone), a distinct chemical 
entity unrelated to the bile salts, provides the medical 
profession with a new and potent hydrocholeretic for 
treating disorders of the biliary tract. 

The high degree of therapeutic activity of this new 
compound and its negligible side reactions yield dis- 


tinct clinical advantages. 
@ Zanchol produces a bile low in sediment 
@ Zanchol enhances the abstergent quality of bile 


@ Zanchol produces a deep, brilliant green bile, re- 
gardless of its original color, suggesting improved 


hepatic function. 


@ Zanchol improves the flow and quantity of bile with- 


out increasing total bile solids 


Bile with these qualities minimizes biliary stasis, re 
duces sediment and debris in the bile ducts and dis- 
courages the ascent of infection 

For these reasons ZANCHOL has shown itself to be a 
highly valuable agent in chronic cholecystitis, cholan- 


gitis and care of patients following cholecystectomy 


Administration: One tablet three or four times a day 
Zanchol is supplied in tablets of 250 mg. each. G. D 
Searle & Co., Chicago 80, Illinois. Research in the 


Service of Medicine. 





Michigan’s Department of Health 


Albert E. Heustis, M.D., Commissioner 





TWO DOSES OF POLYVALENT INFLUENZA 
VIRUS VACCINE NECESSARY 


Since all of the polyvalent vaccines that are avail- 
able for vaccination against influenza contain only 200 
CCA units of Asian strain (Type A) virus two doses, 
a month apart, are needed to insure adequate protection 

This product should be given intramuscularly. Since 
the dose varies with the age of the patient, be sure 
to consult the package literature. 


FOURTH DOSE OF POLIO VACCINE 
NOT RECOMMENDED 


A recent article by Jonas E. Salk, M.D., indicates 
that three doses of poliomyelitis vaccine results in an 
effective level of immunity against paralytic polio. Dr 
Salk points out that for the present at least there are 
not sufficient epidemiological reasons on which to base 
a campaign for a fourth injection. This opinion coin- 
cides with the recommendations of the Public Health 
Service and the Michigan Department of Health. 

Whether booster doses will be needed in the future 
can only be decided by the passage of time and con- 
tinued study of the persistence of immunity as reflected 


by antibody levels among the vaccinated. 


COMPLEMENT FIXATION TESTS AS AN AID 
IN DIAGNOSIS OF POLIOMYELITIS 


The Division of Laboratories, Michigan Department 
of Health, is prepared to do complement fixation tests 
as an aid in the diagnosis of cases of poliomyelitis. Paired 
serum specimens taken during the acute and conva- 
lescent phases of illness are required for this type of 
laboratory diagnostic test 


Type of specimen (either whole blood or serum 


4. When to collect: The first blood specimen 
should be taken within the first five days of 
illness, if possible. In the case of whole blood 
the specimen should be mailed to the labora- 
tory promptly, in order that serum can be 
removed and refrigerated. The second speci- 
men should be taken one month from the date 
of onset of illness. It, too, should be mailed 
at once to the laboratory. 


Amount of each specimen: 10 cc. (if whole 


blood). 


Specimen containers: Upon request, the Divi- 
sion of Laboratories, Michigan Department 
of Health, will supply a special kit of con- 
tainers and report forms for poliomyelitis ser- 
ology specimens. 


Delivery of specimens to the laboratory: Send 
by mail to the Division of Laboratories, Michi- 
gan Department of Health, Lansing 4, Mich. 


2. History 


A history is required for each patient for whom speci- 
mens are submitted. The history form is provided in 
a special poliomyelitis specimen kit. 


Dr. W. W. Ferguson, Division of Laboratories, Mi- 
chigan Department of Health, Lansing 4, upon request, 
will be pleased to give any further information regard- 
ing serologic tests for poliomyelitis and for poliomyelitis 
specimen kits. 

All blood specimens for complement fixation tests 
should be sent directly to the Michigan Department of 
Health, Division of Laboratories, Lansing 4 


A positive complement fixation test indicates that the 
illness was poliomyelitis. A negative complement fixa- 
tion test indicates that the illness was not poliomyelitis, 
but does not indicate what other enteroviruses may have 
been involved. 


If a detailed study involving the isloation and identi- 
fication of the virus or viruses that may be involved 
is wanted, then the acute and convalescent blood samples 
should be sent directly to the Virus Laboratory, School 
of Public Health, University of Michigan, Ann Arbor 
For this type of comprehensive laboratory study, the 
acute phase blood must be accompanied by an acute 
phase stool specimen 





SAMMOND PLEASANT LODGE 


Offers to the elderly and chronically ill 


Peace and quiet. Freedom of a large and richly 
furnished home and acres of lawns and wooded 
rolling grounds. scientifically prepared tasty 
meals, congenial companionship. A real 


“Home away from Home” 


Approved by the American Medical Association 
and Michigan State Department of Social Wel- 
fare—Highly recommended by members of the 
Medical Profession who have had patients at 


the Lodge 


For further information write to: 


SAMMOND PLEASANT LODGE 


124 West Gates Street 


Romeo, Michigan 
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in all 
diarrheas 


CREMOMYCIN 


om SUCCINYLSULFATHIAZOLE—NEOMYCIN SUSPENSION WITH PECTIN @& KAOLIN 


regardless of 
etiology 


@: MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 





Cremomycin is a trademark of Merck & Co., Inc. 
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bive me two good reasons 


why Buttermilk is a dietary food! 


LOW CALORIES, HIGH ESSENTIAL NUTRITION 


One glass, or '/2 pint, of plain Buttermilk (uncreamed) contains only 
87 calories; a whole quart, only 350. Yet uncreamed buttermilk con- 
tains all of whole milk's complete proteins, B vitamins, and minerals. 
One good dietary reason! 


BENEFICIAL BACTERIAL-ENZYME ACTION 


For many years Buttermilk has been prescribed as an aid in promoting 
healthful bacterial balance in the digestive tract, especially the lower 
tract. Second good dietary reason! 


we and Borden's is extra good 
Born Buttermilk! 


b, Making buttermilk sounds simple, but certainly isn't 
milk simple at all! Borden's Buttermilk has a bern repu- 


tation for fresh, sweet wholesome flavor. 


802 Londens 


MICHIGAN MILK DIVISION 
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X-RAYS 

SHOW 

HOW ONE 
PYRIBENZAMINE’ 
LONTAB 


relieves allergy all day or all night 


The unretouched X-ray films show how Lontabs release 
medication in the digestive tract. So that the prolonged 
erosion of the Lontab core could be visualized by X-ray, 
subject was given 10 Lontabs, each containing 100 mg. of 
a radiopaque substance in place of Pyribenzamine. 


With its unique formulation, the 
Pyribenzamine Lontab not only re- 
lieves allergy symptoms promptly, 
but sustains relief as long as 12 hours. 
Special outer shell releases 33 mg. 
Pyribenzamine hydrochloride within 
10 minutes. 






Unique core releases approximately 
18 mg. Pyribenzamine hydrochloride 
the Ist hour, approximately 50 mg. 
from the 2nd to the 12th hour. 


SUPPLIED: Pyribenzamine Lontabs — full-strength — 100 mg. 
(light blue) . 

NOW AVAILABLE: Pyribenzamine Lontabs — half-strength — 50 
mg. (light green) — for children over 5 and for adults who re- 
quire less antiallergic medication. 


PYRIBENZAMINE® hydrochloride (tripelennamine hydrochloride CIBA) 
LONTABS® (long-acting tablets CIBA) 


@ /2562mK ¢ I B A SUMMIT, N. J. 
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2 hours Lontabs are in the 
stomach and small bowel. Release of 
core substance is well under way. 





4 hours Lontabs are in the ileum 
and cecum as core has steadily eroded. 





8 hours Lontabs are still visible as 
substance of core continues to be released. 
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NOW! THE SHEER ALL-NYLON STOCKING 
THAT SUPPORTS WITHOUT USING RUBBER! 


Supp-hose’ 


FOR LEG FATIGUE AND MILD VARICOSITIES 


Recent clinical research demonstrated the excel- 
lent value of Supp-hose for leg fatigue, and mild 
disorders where heavy surgical stockings are 
not prescribed. The advantage of Supp-hose is 
that it looks just like any sheer nylon stocking, 
thus it overcomes one of the main objections of 
the patient concerned about her appearance. 


SO MANY WOMEN COMPLAIN ABOUT LEG FATIGUE! 


As you know, expectant mothers, housewives, 
working women, and women with mild varico- 
sities all complain about discomfort of the 
extremities. Supp-hose eases this leg fatigue and 


NA 


gives gentle support all day long. Yet Supp-hose 
contains no rubber! Every stitch is fine nylon 
with a special twist that provides an elastic 
quality. 


A VERY ECONOMICAL STOCKING! 


Patented Supp-hose costs a woman just one- 
third what she usually pays for heavier surgical 
stockings. And wear tests indicate Supp-hose 
should give five times the wear of ordinary 
nylons. Supp-hose is available in proportioned 
sizes in beige, natural and white. At drug and 
department stores. 


“is KAYSER-ROTH HOSIERY COMPANY, Inc., 200 Madison Avenue, N. Y. 16, N. Y. Sold in Canada. 
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NEW effective... 
gezzaiad eared sake beste es ee 





(orend of 


Capsules / Oral Suspension 








adil 


Per cent of “‘antibiotic-resistant"”’ epidemic 
staphylococci cultures susceptible to Tao, ery- 
thromycin, penicillin and chioramphenicol.! 





100 


destened 
or 
effective 
control of 









75 





chloramphenicol 








% of Cultures Susceptible 
to 3.12 mcg./mi. or less 





REACTIONS: 

(a) adults (b) children 
Total—9.2% Total —0.6% 

COHWHI0O well (20 out of 217) (1 out of 167) 
Skin rash —1.4% . Skin resh—none 

TERE. (3 out of 217) Gastrointestinal — 

Gastrointestinal — 0.6% (1 out of 167) 
7.8% (17 out of 217) 


There was complete freedom from adverse 
reactions in $4.5% of all patients. Side effects 
pope be lhl ar negsae panera no 
required discontinuance of therapy. 


LraMm- 
positive 
infections 


stability 1 in atte acid + rapid, high and sus- 
tained blood levels + high urinary concentrations 
« outstanding palatability in a liquid preparation 


Dosage and Administration: Dosage varies according to the 
severity of the infection. For adults, the average dose is 250 mg. 
q.i.d.; to 500 mg. q.i.d. in more severe infections. For children 
8 months to 8 years of age, a daily dose of approximately 30 
mg./Kg. body weight in divided doses has been found effective. 
NEW YORK 17, N. Y. Since Tao is therapeutically stable in gastric acid, it may be 
administered at any time, without regard to meals. 
Supplied: Tao Capsules—250 mg. and 125 mg.; bottles of 60. 
Tao for Oral Suspension—1.5 Gm.; 125 mg. per teaspoonful 
(5 cc.) when reconstituted; unusually palatable cherry flavor; 
2 oz. bottle. 
References: 1. English, A. R., and Fink, F. C.: Antibiotics & Chemother. 
(Aug.) 1958. 2. English, A. R., and McBride, T. J.: Antibiotics & Chemother. 
(Aug.) 1958. 3. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy (Aug.) 
FrRADEMARA 1958. 4. Ceilmer, W. D., et al.: Antibiotics Annual 1957-1958, New York, 
Medical Encyclopedia, inc., 1958, p. 476. 
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FRACTURED 
TIBIA? 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


VARIDASE IUHH Te 


STREPTOKINASE-STREPTODORNASE LECERLE 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pearl River, New York 
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In Memoriam 





LEWIS J. BURCH, M.D., eighty-four, Mt. Pleasant 


physician for more than sixty years, died August 17, 1958 


Doctor Burch was born at Amador, Sanilac County, 
Michigan, and later moved to Midland. He was gradu- 
ated from Wayne Medical School in 1892, and im- 


mediately set up his practice in Mt. Pleasant 


Doctor Burch for sixteen years was county physician 
and in charge of the county hospital, and for three 
years he was Mt. Pleasant health officer 


He was a fifty-year member of the Wayne Alumni 
Club, emeritus and sixty-year member of the Masonic 
Lodge, and a member of the Scottish Rite 


JAMES C. DANFORTH, M.D., seventy, Grosse 
Pointe physician, died August 2, 1958. Born in Min- 
neapolis, Minnesota, he graduated from the University 
of Michigan Medical School in 1914 He served as 
physician for the Old Hudson Motor Car Company and 
was a staff member of Grace, Evangelical Deaconess 
and Holy Cross Hospitals 

Doctor Danforth’s late wife was a physician as are 
his two sons, James C., Jr.,. M.D., and Robert D. Dan- 
forth, M.D. 


Cc. M. LE GOLVAN, M.D., seventy-three, general 
practitioner in Marquette, died August 14, 1958 

Born in 1885, in France, Doctor Le Golvan graduated 
in 1911 from the University of Paris, where he received 
his medical degree. He came to Michigan that same 
year 

He was a member of the Third Degree Knights of 
Columbus and the St. John’s Church of Marquette. 


GEORGE W. LOGAN, M.D., eighty-one, of Genesee 
County, died July 16, 1958. 

Doctor Logan was born at Jura, Canada He was 
graduated from the old Saginaw Valley Medical College 
and completed postgraduate work at the University of 
Michigan and Chicago University Before going into 
the medical profession, he had been a school teacher 


and school superintendent 


In 1923, Doctor Logan moved from Flint to Flushing, 
where he practiced for thirty-two years before moving 
to Hastings in 1955. 

He was active in Boy Scout work, the Chamber of 
Commerce, served as health officer and was a member 
of the Flushing Masonic Lodge No. 223 F & A M 

WILLARD D. MAYER, M.D., sixty-eight, Detroit 
physician, died August 8, 1958 

Born in Norfolk, Nebraska, Doctor Mayer attended 
the Jefferson Medical College, Philadelphia, interned 
at Mt. Sinai Hospital, New York City, and took advance 
studies in Vienna. 


He came to Detroit in 1916 and was a_ professor 
of clinical medicine at Wayne State University, on the 


(Continued on Page 1462) 


IMSMS 


Say you saw it in the Journal of the Michigan State Medical Societ 





| ' 


HENEEDNT BE HIGH STRUNG 


WEIGHT REDUCTION: Obese patients may resist dieting because they fear Ipging the erpotional security often involved in overeating. AMBAR helps 
them hold the diet line by giving then a more alert, brighter outlook. WyTHOUT Sit TERS:| Methamphetamine, a potent cNs augmenter, pro- 
duces less cardiovascular effect than amphetamine. In AMBAR it is combinéd with just enotgh phenobarbital to prevent overstimulation. AMBAR 
EXTENTABS provide 10-12 hours of appetite suppression in one controlied+release extended-action tablet: met hamphetamine hydrochloride, 
10.0 mg.; phenobarbital (1 gr.) 64.8 mg. AMBAR TABLETS for conventional dosage or intermittent therapy contain methamphetamine hydro- 
chloride, 3.33 mg.; phenobarbital (14 gr.) 21.6 mg. A. 1. ROBIN Ny} iNc., Richnjond, Virgin ia, Ethical Pharmaceuticals of Merit Since 1878 


WEIGHT REDUCTION WITHOUT JITTERS AMBAR | 


methamphetamine and phenobarbital 
TABLETS AND EXTENTABS® 








IN MEMORIAM 





for modern 


control of 
salt retention 


edema 


CUMERTILIN’ 
Tablets 


@ effective oral diuretic with no sig- 


nificomt gastrointestinal irritation’ 


®@ Suitable 


nance therapy. 


for long-term mainte- 


@ eliminates need for injections in 
certain cases, lengthens interval 


between injections in others 


@ basically different in chemical 
structure, extending the therapeu- 


tic choice in organic mercurials 


DOSAGE: | to 3 tablets daily as required 


SUPPLIED: As orange tablets, in bottles 
of 100 and 1000. Also available— 


CUMERTILIN Sodium Injection, 1- and 2-cc. 
ampuls, in boxes of 12, 25, and 100; and 
10-cc. vials, individually and in boxes 
of 10 and 100 


Pollock, B. E., and Pruitt, F. W.: Am. J. M 
Sc., 226:172, 1953. 


THE G. A. INGRAM COMPANY 
4444 Woodward Avenue, Detroit 1, Mich. 





WILLARD D. MAYER, M.D. 

(Continued from Page 1460) 
staff of Receiving Hospital and Chief of Medicine at 
Harper Hospital. 


He was a former trustee of the Temple Beth El and 
a member of the Masonic order. 


EARL M. McCOY, M.D., 


Ledge physician, died August 21, 1958. 


seventy-seven, Grand 


Doctor McCoy was born in Grandville, Michigan, and 
in 1897 was graduated from the Wayne Medical School 
He was a practicing physician and surgeon in Grand 
Rapids from 1903 to 1907 and on the staff of Blodgett 
Hospital. From there, he became a surgeon at the 
Iron Mines, Wakefield, and in 1911 moved to Grand 
Ledge, where he practiced until his death. He was 
on the medical staff at St. Lawrence Hospital, Lansing 


Among his medical achievements were: medical sup- 
erintendent of the Michigan Tuberculosis Sanatorium 
1909; health officer of Grand Ledge, 1912; Captain in 
the Medical Corps, 1917-1918; personal physician to thx 
late Gov. Frank D. Fitzgerald. 


He was a member of the Grand Ledge Masonic Order, 
American Legion, past committee chairman of the Eaton 


County Red Cross 


ISAIAH SICOTTE, M.D., seventy-nine, Michigamme 
physician, died July 13, 1958. 

Born in Blackbrook, N. Y., he moved to Michigan 
with his parents in 1885, locating near Ishpeming. He 
taught in country schools for two years before entering 
the University of Michigan Medical School, graduating 
in 1907 

After interning at a hospital in Toledo, Ohio, Doctor 
Sicotte returned to the Upper Peninsula. He took post- 
graduate work at the University of Bordeau and was 
a major in the Army during the first World War 

Doctor Sicotte was a member of the Ishpeming 
Knights of Columbus, Joseph’s Parish, Lions Club 
and the American Legion. 





Three out of four lives Jost in public accidents are 
attributable to transport accidents, with motor vehicles 
far outranking all other types of transportation 
The bulk of these fatalities are among drivers and pas- 
sengers in cars which collided with other motor vehicles, 
railroad trains, or fixed objects, or in cars which over- 
turned. . . . Only one-fifth of the fatalities in motor 
vehicle traffic accidents were among pedestrians. 


Transport accidents other than motor vehicle kill 
more than 4,500 people a year in the United States. 
Water transportation and aircraft each account 

for approximately 1,500 deaths annually, while railway 
Statistical Bulle- 
tin, Metropolitan Life Insurance Company, June, 1958). 


accidents take a somewhat lower toll. 


TMSMS 


Say you saw it in the Journal of the Michigan State Medical Society 











now—an antibiotic troche that 








The cough control provided by homarylamine (a non-narcotic antitussive) 
approximates that of codeine. 


Three antibiotics (bacitracin, tyrothricin, neomycin) act in combination 
against a wide variety of pathogens—with little danger of side reactions. 


The anesthetic-analgesic effect of benzocaine brings soothing relief to in- 
flamed tissues of mouth and throat. 


PENTAZETS now extend the therapeutic usefulness of convenient troche 
medication. Each pleasant-tasting PENTAZETS troche acts promptly against 
the most bothersome aspects of mouth and throat irritations. 


PRESCRIBE 


MWbIARCIS 


antitussive—antibiotic -anesthetic—analgesic troches 





MERCK SHARP & DOHME 


DIVISION OF MERCK & CO.. Inc., PHILADELPHIA 1, PA 
Dosage: Three to 5 troches daily for 3 to 5 days. ‘ 
Supplied: In vials of 12. 
PENTAZETS is a trademark of Merck & Co., Inc. 
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“Unsaturated Fats 
NT A e=1010) 34 and 


just off the 
press tale 


a Serum Cholesterol”’ 


tase A review of the latest concepts and 
results of current research 


This new book contains the most up-to-date 
bibliography of current research on: 1. The 
origin and behavior of cholesterol in the human 
body; 2. The effect of different dietary fats on 
serum cholesterol levels; 3. The nature of the 
active components in vegetable oils; and 4. Sug- 
gestions for practical diets. 

Now ready for distribution to Physicians by 
the makers of MAZOLA Corn Oil, this book 
supplements the 1957 monograph, ‘‘Vegetable 
Oils in Nutrition” and provides a broader cover- 
age of this important subject. 


As a regular part of daily meals 
MAZOLA® CORN OIL 


can be used for 
control of Serum Cholesterol levels 


MAZOLA CORN OIL...the only leading oil 
made from golden corn, is rich in the important 
unsaturated fatty acids—When an adequate 
amount of Mazola is part of the daily meals, 
elevated serum cholesterol levels tend to be 
lowered .. . normal levels tend to stay level... 


MAZOLA CORN OIL is a natural food, and 
cholesterol free, can easily be included as part 
of the every day meals...simply and without 
Please use this coupon for ordering: seriously disturbing the patient’s usual eating 
PP SEER EL SSS STE RASTA OS OS eS habits...in salads, baking and other cooking 


Medical Department processes. 
Corn Products Refining Company 
17 Battery Place 

New York 4, New York 


Please send me a free copy of your latest refer- 
ence book, “Unsaturated Fats and 
Cholesterol.” 








——ai> 


Each TABLESPOONFUL of 
MAZOLA 
Provides approximately: 
LINOLEIC ACID.............. 7.4 Gm. 


Sitosterols 
Natural tocopherols 
Cholesterol 


NAME 





ADORESS. 





CITY. ZONE. STATE 





Technical Pamphlet, “Facts about MAZOLA Corn Oil,” 
also available. Provides technical information on chemi- 
cal and physical properties. Check here if you wish a 
copy of this pamphlet... CJ 


Calories. .....126 
Total unsaturated Fatty Acids—85% 


TYPICAL AMOUNTS PER DIET 


e@eeeeveeveee eee eeeeeeeeeeeeeeee 
eeeereeeeeeeeeeeeeeeeeeeeee ee 


CORN PRODUCTS REFINING COMPANY ‘ For a 3000 calorie diet............. 2.5 Tbsp. 


ES\conn PRODUCTS REFINING COMPANN sf Jp For a 3600 calorie diet 
For a 2000 calorie diet 
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Improve appetite and energy 
with ample amounts of vitamins—B,, Bg, Bio. 








strengthen bodies with needed protein 
Through the action of I-Lysine, cereal and 
other low-grade protein foods are up-graded 
to maximum growth potential. 


discourage nutritional anemia 

with iron in the well-tolerated form of 
ferric pyrophosphate...plus sorbitol for 
enhanced absorption of both iron and By. 


RAE ARIS AG 


$ 


Lysine-Vitamins 


-ASE [= 





delicious cecntamcentt @eneerans 
cherry flavor— vain is rain 


no unpleasant reer WON TBO nena mwas seonen 
aftertaste - oe 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New Yort 


*Reg. U.S. Pat. Off. 
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MICHIGAN AUTHORS 
Leo J. Kenney, M.D. and Ralph J. Schlosser, M.D., 


Grand Rapids, are the authors of an article entitled 
“Crushing Injuries of the Chest-Management with the 
Morch Respirator,” published in THE Journat of the 
Michigan State Medical Society, February, 1958, and 
digested in Digest of Ophthalmology and Otolaryngology, 
August, 1958. 

Authors represented in a Symposium on “Cultivation of 
Animal Tissue Cells in Vitro” (Michigan Academy of 
Science), published in The University of Michigan Medi- 
cal Bulletin, June, 1958, are: Philipp Gerhardt, Michigan 
Academy of Science, Arts, and Letters; Donald J. 
Merchant, Department of Bacteriology, University of 
Michigan; Cyril S. Stulberg, Ph.D., and Lawrence Ber- 
man, M.D., Child Research Center of Michigan, De- 
troit; George M. Healy, B.A., Difco Laboratories, De- 
troit; Gerald A. LoGrippo, M.D., Division of Micro- 
biology, Henry Ford Hospital, Detroit; Robert J. Kuch- 
ler, Ph.D. and Donald J. Merchant, Ph.D., Department 
of Bacteriology, University of Michigan Medical School, 
Ann Arbor; W. Wilber Ackermann, Ph.D., Department 
of Epidemiology and Virus Laboratory, University of 
Michigan School of Public Health, Ann Arbor: Wilton 
A. Rightsel, Ph.D., John R. Dice, Ph.D., and Robert 
Pittilo, Ph.D., Research Laboratories, Parke, Davis and 
Company, Detroit, Michigan; Gordon C. Brown, Sc.D. 
and Donald E. Craig, Ph.D., Department of Epidemi- 
ology and Virus Laboratory, University of Michigan 
School of Public Health, Ann Arbor; and Raymond H. 
Kahn, Ph.D., Department of Anatomy, University of 
Michigan Medical School, Ann Arbor. 

William H. Beierwaltes, M.D., Ann Arbor, is the 
author of an article entitled, “Nodular Goiter: Diag- 
nosis and Treatment with Radioactive Iodine,” published 
in GP, August, 1958. 

Glen D. Dobben, M.D., Detroit, is the author of an 


article entitled “Leiomyosarcoma of the Nasopharynx,” 
published in AMA Archives of Otolaryngology, August, 
1958. 


C. S. Stulberg, R. H. Page, and L. Berman, Detroit, 
are the authors of an article entitled “Comparative Be- 
havior of sixteen Echo Virus Types in Fibroblast-like 
and Epithelial-like Human Cell Strains,’ published in 
Proceedings Society of Experimental Biology and Medi- 
cine, 97:355-359, 1958. 

Thomas Francis, Jr., Ann Arbor, is the author of an 
article entitled, “Immunity To Virus Diseases,” pub- 
lished in Modern Medicine, July 1, 1958. 

Max Karl Newman, M.D., Detroit, is the author of 
an article entitled ‘“Electromyographic Observation as 
an aid in Clinical Diagnosis,” published in Military 
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Medicine, March, 1958. He is also the author of an 
article entitled “Physical Medicine and Rehabilitation 
for Hemiplegic Patients,” published in Radiology, June, 
1958. 

Laurence M. Linkner, M.D. and Clifford Benson, 
M.D., Detroit, are the authors of an article entitled 
“Spontaneous Perforation of the Stomach in the New- 
born,” an abstract of which appears in the Harper 
Hospital Bulletin, May-June, 1958. This paper was 
awarded first prize at the General Staff Meeting, April 
11, 1958, and is to be published in its entirety elsewhere 

Larry W. Seibert, M.D., Detroit, is the author of a 
paper which was awarded second prize at the General 
Staff Meeting, April 11, 1958, entitled “Gastric Ulcer: 
Benign or Malignant,’ published in Harper Hospital 
Bulletin, May-June, 1958. 

Paul Levin, M.D., Detroit, is the author of a paper 
awarded third prize at the General Staff Meeting, April 
11, 1958, entitled “Experimental Cartilage Homografts,” 
published in Harper Hospital Bulletin, May-June, 1958. 

Garfield Tourney, M.D., Jacques S. Gottlieb, M.D., 
and Bertram D. Cohen, M.D., Detroit, are the authors 
of an article entitled “Neurosis Can Stem from Defec- 
tive Cerebral Blood Vessels,” published in Radiology, 
June, 1958. 

James E. Lofstrom, M.D., Detroit, is the author of 
an article entitled “More Hope for ‘Stroke’ Victims,” 
published in Radiology, June, 1958. 

D. Emerick Szilagyi, M.D., and Lloyd France, M.D., 
Detroit, are the authors of an article entitled “An 
Elastic Arterial Substitute Made of Dacron Textile 
Fabric,” published in the Henry Ford Hospital Bulletin, 
June, 1958. 

Alex P. Kelly, Jr., M.D., Detroit, is the author of an 
article entitled “‘Soft Tissue Necrosis Due to Norepine- 
phrine Infusions,’ published in the Henry Ford Hos- 
pital Bulletin, June, 1958. 

Melvin A. Block, M.D. and Robert J. Priest, M.D., 
Detroit, are the authors of an article entitled “Severe 
Hyperbilirubinemia Due to Benign Obstruction of the 
Common Bile Duct,” published in the Henry Ford Hos- 
pital Bulletin, June, 1958. 

J. Dana Darnley, M.D., Detroit, is the author of an 
article entitled “Parkinsonism: Neurological Considera- 
tions,” published in the Henry Ford Hospital Bulletin, 
June, 1958. 

Roger F. Smith, M.D., John G. Whitcomb, M.D., 
and D. Emerick Szilagyi, M.D., Detroit, are the authors 
of an article entitled ‘“Rectosigmoid Ischemia in Surgery 
of Abdominal Aortic Aneurysms,” published in the Henr) 
Ford Hospital Bulletin, June, 1958. 


(Continued on Page 1468) 
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probably the easiest-to-use x-ray table in its field 
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stant swing-through fron Choice of rotating or 
pileleigelelsh amie lsleme, PScelslelalel a melslelel me eagek, 
lem aelad tame) el -igelilalem: tubes. Full powered 
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know why? look ... 
1 On this board you select the bodypart you want to x-ray 
2 Set its measured thickness 
3 Press the exposure button 


That's all there is to it. No time, KV, or MA adjusting to do. 
No charts to check, no calculations to make. 








P| 
obviously @s canny an x-ray investment as you can make 
Modest cost 
Excellent value 
Prestige ‘‘look’’ 
Top Reputation (significantly, “Century” trade-in value has long been highest in its field) 
And you can rent if you prefer. 
Call in your Picker representative (he’s probably in your local ‘phone book) 
or write: PICKER X-RAY CORPORATION 25 South Broadway, White Plains, N. Y 
rw wre 4 
diagnostic x-ray unit © 
j 
ker 
OETROIT 21, MICH., 8514 W. McNichols Road Flint, Mich., 4734 Canterbury Lane 
Battle Creek, Mich., 231 Eldred Street Pontiac, Mich., 38 Spokane Drive 
Grand Rapids 8, Mich., 48 Honeoye S.W 
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C. J. Tupper, M.D., and M. B. Beckett, M.D., Ann 


Arbor, are the authors of an article entitled “Faculty 
Health Appraisal University of Michigan,” published 
in Industrial Medicine and Surgery, July, 1958. 

William J. Fulton, M.D., Detroit, is the author of an 
article entitled “Medical Department Layout and De- 
sign,’ published in Industrial Medicine and Surgery, 
July, 1958. 

David S. Johnson, M.D., Detroit, is the author of an 
article entitled “Some Observations on Divergence Ex- 
published in AMA Archives of Ophthalmology, 
July, 1958. 

J. Reimer Wolter, M.D., Roland L. Phillips, M.D., 
Richard G. Butler, M.D., 
authors of an article entitled “The Star-Figure of the 
Macular 
angiospastic (hypertensive) retinopathy) published in 
AMA Archives of Ophthalmology, July, 1958. 

Frank J. Sladen, M.D., Detroit, is the 
article entitled “Background and Purpose of the Edsel 
B. Ford Institute for Medical Research,’ published in 
the Henry Ford Hospital Medical Bulletin, March, 1958. 

Joseph Bennison, M.D., Detroit, is the 
article 


cess, 


and Ann Arbor, are the 


Area” (histopathological study of a case of 


author of an 


author of an 
Problems of the 
Lower Extremities,” published in the Henry Ford Medi- 
cal Bulletin, June, 1958. 

James Barron, M.D., Eduardo Camacho, M.D., Ed- 
ward J. Gray, M.D., Detroit, and Frank H. Duffy, M.D., 


entitled “CCommon Vascular 


Ann Arbor, are the authors of an article entitled “The 
Neutralization of Gastric Acid by Bile 
through Jejunal Transplants,’ published in 
Ford Hospital Bulletin, June, 1958. 

T. Manford McGee, M.D., Detroit, is the author of 
an article entitled “Ototoxity in Cats Following Toxic 
Doses of Streptomycin,” published in Henry Ford Hos- 
pital Bulletin, June, 1958. 

E. F. Wilt, M.D., and N. C. Brady, M.D., Detroit, 
are the authors of an article entitled “Protein Electro- 
phoresis,’ published in the Henry Ford Hospital Bulletin, 
June, 1958. 

James E. Coyle, M.D., Detroit, is the author of an 
article entitled “Analysis of Blood and Vascular Fac- 
tors in the Prophylaxis of Tonsillo-Adenoidal Hemor- 
rhage,” published in Laryngoscope, October, 1957. 

Roger F. Milnes, M.D., Rochester, N. Y., Rients van 
der Woude, M.D., Herbert Sloan, M.D., and Joe D. 
Morris, M.D., Ann Arbor, are the authors of an article 
entitled ‘Extended Asystole,” published in the AMA 
Archives of Surgery, July, 1958. 

Henry E. DeGroot, M.D. and Jack Kaufman, M.D., 
Detroit, are the authors of an article which was awarded 
fourth prize at the General Staff Meeting, April 11, 
1958, entitled Myeloma—Case Re 
port.” The paper is published in Harper Hospital Bul- 
letin, May-June, 1958, and an abstract is to be published 


Transported 
Henry 


“Amyloidosis and 


elsewhere. 
George Thosteson, M.D., Detroit, is the author of an 
(Continued on Page 1470) 











L-F Short-Wave Diathermy 


Gives you assured safety, elec- 
trical efficiency, maximum treat- 
ment flexibility. Uses air-spaced 
plates, hinged drum and all ac- 
cepted applicators interchange- 
ably. 





+, 


FOR TODAY’S NEEDS...L-F Electromedical Equipment 


The Office Bovie 


For safe, effective office elec- 
trosurgery. Incorporates the 
same precision and lifetime 
dependability found in the 
large Hospital Bovies. 


NOBLE-BLACKMER, INC. 


267 W. Michigan Ave. 


=m 
1 ls 


i 


The L-F BasalMeteR® 


This new, self-calculating direct- 
reading BMR apparatus is the 
first really automatic metabo- 
lism test device ever offered. No 
charts, no slide rules, no conver- 
sion tables. Simple to operate. 
Reliably accurate. 





Jackson, Mich. 
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cold symptoms 


New timed-release tablet provides: 


... the superior decongestant and antihistaminic action 
of Triaminic 


..non-narcotic cough control as effective as with 
codeine, but without codeine’s drawbacks 


.an expectorant to augment demulcent fluids 


. the specific antipyretic and analgesic effect of well- 
tolerated APAP 


.the prompt and prolonged activity of timed-release 
medication 


Each Tussacesic Tablet contains: 
TRIAMINIC® . ww st ew te wt lw Ome. 
(phenylpropanolamine HCl 
pheniramine maleate P , —— 
pyrilamine maleate ; ; To reduce upper respiratory congestion and irritating 
Dormethan (brand of dextro- Seaeons. 
methorphan HBr) ..... . For non-narcotic control of the cough reflex. 
Terpin hydvate . . ..... To augment demulcent respiratory secretions. 
APAP (N-acetyl-para-aminophenol) . 325 mg. For specific, highly effective antipyresis and analgesia. 


Tussagesic Tablets provide relief from all cold 


} . , first —3 to 4 hours of 
symptoms in minutes, lasting for hours. 


relief from the 
Dosage: One tablet in the morning, mid- outer layer 
afternoon, and in the evening, if needed. The 
tablet should be swallowed whole to preserve 
the timed-release action. then —3 to 4 more hours 
of relief from 
the inner core 
Also available—for those who prefer 


palatable liquid medication— Tussagesic suspension 


‘Lussagesic 


SMITH-DORSEY + a division of The Wander C * Lincoln, Nebraska + Peterborough, Canada 


al ¢ 
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CHRONIC 
BRONCHITIS 


Of 
INFECTIOUS 
DERMATITIS? 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


VARIDAS 


STREPTOKINASE-STREPTODORWASE LEDER 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pear! River. New York 
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article entitled “Cholesterol—An Enigma,” read _ befor 
the Detroit Academy of Medicine, December 10, 1957, 
and published in the Harper Hospital Bulletin, May- 
June, 1958. 

Herbert Rosenbaum, M.D., Norton Cooksey, M.D., 
and Henry De Groot, M.D., Detroit, are the authors of 
an article entitled “Highlights—1958 Meeting, Ameri- 
can College of Physicians,” published in the Harper 
Hospital Bulletin, May-June, 1958. 


* o . 


The American College of Radiology has prepared A 
Practical Manual on the Medical and Dental Use of 
X-rays with Control of Radiation Hazards, for Users of 
X-rays in the Healing Arts. This booklet is intended 
to provide accurate and practical information on the 
medical and dental use of x-rays with the proper 
control of radiologic hazards, and is being distributed 
to all practicing physicians 

o * _ 

The Office of Defense and Civilian Mobilization is 
the new agency formed through the consolidation of 
the President’s Reorganization Plan No. 1 of 1958, the 
Federal Defense Administration and the Office of De 
fense Mobilization, on July 1, 1958. Governor Leo A 
Hoegh of Iowa is the director and has issued new 
suggestions in the matter of shelter and fallout hazards 

* * * 

The American College of Physicians has issued its 

program for the autumn and winter of 1958-1959 


Seven very comprehensive courses are offered 


1) The Physiological Basis of Internal Medicine, Oc- 
tober 13-17, 1958 
Duke University Medical Center, Durham, 
nN. 
») Selected Subjects in Internal Medicine, Novem 
ber 3-7, 1958 
The Mayo Clinic and Mayo Foundation 
Rochester, Minn 
Gastro-Enterology, November 10-14, 1958 
University of Michigan, Ann Arbor, Michigan 
Congenital Heart Disease, November’ 17-22 
1958 
The Johns Hopkins University School of 
Medicine, Baltimore, Maryland 
Internal Medicine—Especially Therapeutics, Jan 
uary 12-16, 1959 
University of Illinois College of Medicine, 
Chicago 
Current Research In Endocrinology, February 
2, 3 and 4, 1959 
National Institutes of Health, Bethesda, Md 
Recent Advances in Cardiovascular Diseases 
February 9-13, 1959 
The Mount Sinai Hospital, New York, N. Y 
For detailed information, write to E. R Loveland 
Executive Secretary, American College of Physicians, 
4200 Pine Street, Philadelphia 4, Pa. On August 23, 
1958, at Jefferson Medical College, Philadelphia, M 
K. Newman, M.D., Detroit, presented a dissertation 
and Electrodiagnosis.” At the 34th annual meeting of 
entitled ‘“Medical-Legal Aspects of Electromyography 


(Continued on Page 1473) 
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fic 
desensitization 
for 


“lasting immunity 


... easily, pleasantly and economically 


SPECIFIC DESENSITIZATION... LASTING ACTIVE IMMUNITY... 

is easily accomplished, quickly and accurately is obtained by desensitizing your patient for the 
by any physician. Simply scratch test each specific irritants to which your patient reacted by the 
patient by using activated Barry allergens scratch test. Each desensitization formula is indi- 
to determine what offends the patient. Then vidually prepared for each patient according to his 
send a list of these offenders with their own needs based upon the list of irritants that you 
reactions to Barry for the preparation of a supply and the degree of reaction for each. Specific 
specific desensitization formula which pro- desensitization against irritants such as foods, epider- 
motes /asting active immunity. For scratch mals, dust, fungi, bacteria and pollens immediately 
testing your patients, request the specific promotes active immunity lasting longer than any other 


assortment of activated allergens which may 
include foods, epidermals, dusts, fungi, 
bacteria or pollens. A brief history of your 
patient will permit us to select the assortment 
your patient requires. This is a safe, simple, 
time-proven technique and comes to you 
complete with directions for use by your nurse 


* write for free literature 








FREE 


For the physician 

Complete HANDBOOK OF ALLERGY 
FOR THE GENERAL PRACTITIONER 
For the nurse 

ALLERGY TESTING, A MANUAL FOR 
THE NURSE ASSISTANT 

Send for yours today 








known medication. Each specific treatment is prepared 
in a three vial serial dilution set (20 doses) and includes 
a personalized treatment schedule indicating the 
correct interval to use between injections. For your 
patients that have already been skin tested by any 
means, simply send their list of offenders to the Allergy 
Division. Prompt 7-10 day service on all Rx’s 


Sted 
Sneed 


BARRY 


BARRY LABORATORIES, INC. 


Allergy Division 
DETROIT 14, MICHIGAN " 





since 1928 








PENETRATES IN CONSTIPATION 


TO SOFTEN STOOLS WITHOUT TISSUE DEHYDRATION 
AND MAKE THEM MOVE WITHOUT STRAINING 


a KONDREMUL 


COLLOIDAL EMULSION OF MINERAL OIL AND IRISH MOSS (patch) 


PROVEN SAFE...EFFECTIVE - IN PREGNANCY - IN 
CHILDHOOD + IN MIDDLE-AGED PATIENTS + IN ELDERLY 
PATIENTS - THROUGH MORE THAN 25 YEARS OF USE 


AVAILABLE in three pleasant-tasting formulas: 
for the average patient 
KONDREMUL (Plain) 
containing 55% mineral oil. Bottles of 1 pint. 
for more hypotonic cases 
KONDREMUL WITH CASCARA 

EASES EVACUATION UG 0.66 Gm. non-bitter Ext. Cascara per tablespoonful. 

Aig Bottles of 14 fl.oz. 
for more resistant constipation 

*Unique encapsulation of KONDREMUL WITH PHENOLPHTALEIN 

millions of minute oil 0.13 Gm. (2.2 gr.) phenolphthalein per tablespoonful. 


globules by Irish moss 
assures complete pene- Bottles of 1 pint. 


a en oe ee. THE E. L. PATCH COMPANY Stoneham, Massachusetts 


70 YEARS OF SERVICE TO THE MEDICAL PROFESSION 


ADDS FORMED BULK 
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the American Congress of Physical Medicine and Re- 
habilitation on August 27, the Bellevue Stratford Hotel 
Philadelphia, he presented a paper on “Physical Medi- 
cine and Rehabilitation in Law-Science; Its Value in 
Personal Injury Problems and Medical-Legal Trial 
Techniques.” 

* * _ 

The ninth civil defense conference for County Medical 
Societies has been scheduled for November 8-9, 1958, 
at the Morrison Hotel in Chicago. This conference 
is sponsored by the AMA Council on National Defense 
Edward G. Sharp, M.D., Philadelphia, will serve as 
conference chairman, and Paul S. Parrino, M.D 
ODCM, Battle Creek, Michigan, is program chairman 


a * * 


Results of a survey made by the Health Information 
Foundation in co-operation with the University of 
Chicago’s National Opinion Research Center, were 1 
cently published in the monthly statistical bulletir 
Progress in Health Services. About three-fourths of the 
family doctors surveyed were general practitioners and 
almost all of them were in private practice. (By cor 
trast, less than half of the total number of members 
of the medical profession classify themselves as general 
practitioners and about three-fourths are in private pra¢ 
tice 

The average doctor interviewed spent about six hours 
a day on office calls and another two hours on house 


calls. Only one doctor in fourteen made no house call 


and four out of five were generally available for 
and Sunday emergency calls 

Four out of five persons interviewed said they had 
a family physician to whom they turned regularly wher 
they were sick 


* > > 
Polio outbreaks, according to an item in the Sec 
tary’s Letter of the American Medical Association citi 
: report by on deputy tag onan of the ; ~— IN THE MANAGEMENT OF 
wave occurrec in a numoder oO communities or tne 
URINARY TRACT INFECTIONS 
Puerto Rico, had reported more polio cases so fat YOU CAN BE SURE WITH ® 


year than in the corresponding period of 1957. Sign 
ficant increases were noted in Florida with forty cases, 


week ending July 26, at least six states, Hawai 


Hawaii and Puerto Rico with forty-one each, and Me os 
tana with twenty-two. At the last meeting of Th: (patch 
Council MSMS, Commissioner Heustis reported that 


there had only been two or three cases so far this 


NEW TRIPLE SULFA WITH THE DOUBLE PLUS 


EACH TABLET CONTAINS: Superior, broad-spectrum an- 

100 tisepsis. Highly soluble, rap- 
of August reported some seventy cases The AMA Sulfamerazine 100mg. idly absorbed, maintains high 
Secretary's Letter again urges th ll persor ler acetamide Moag. 9-8. Conssnetions. Envectve 
. < 4 again ges that a persons under in lowdosagewith minimal risk 


forty be immunized The Council and the Health Con of crystalluria, sensitization, 
$ Ext. Hyoscyamus 5 resistance or superinfection. 


year, but a news release from Detroit the first part 


missioner of Michigan have urged that this age limit alkaloids 0.155 Prompt antispasmodic and 
be forgotten and that all persons be immunized fo + Potassium citrat 00mg. agnti-irritant relief of pain and 
urgency 
Diuresis and alkalization to 
eo ©£ ¢ SUPPLIED: Bottles enhance sulfonamide solubil- 
of 100 tablets ity and safety 


polio 


Funds for construction of a National Medical Library 
Building, as recommended in several bills passed re patch) THE E. L. PATCH COMPANY 
cently, now total $7,300,000, providing contracts fi Stoneham, Massachusetts 
construction are executed on or before April 30, 1959 


Funds for operation of the National Library of Medici: 
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during the fiscal year of 1959 included in a different 
part of the same bill amount to $1,415,000. 
* * # 

The Bell System Science Series presented its second 
television program devoted to the working of part of the 
human body in “Gateways to the Mind,” the storv of 
the human senses, over the NBC network Thursday eve- 
ning, October 23. 

Some fourteen different senses were discussed in ex- 
plaining how the senses function as the channels through 
which all knowledge of the external world is passed to 
the brain. Both scientific documentary film and anima- 
tion were used in the program. Much of this material 


was new to the general public. 
. * * 


Award of sixty-four unclassified life science research 
contracts in the fields of medicine, biology, environ 
mental sciences, radiation instrumentation and special 
training has been announced by the U. S. Atomic 
Energy Commission 


Institution and Title Investigator Amount 
Edsel B. Ford Institute for 
Medical Research O. H. Gaebler $11,500 
Comparative Metabolic 
Effects of Certain Hor 
mones and X-Irradiation 
Kresge Eye Institute, De 
troit 
Effects of Neutrons and 
Other Radiations on the 
Ocular Lens 
Michigan, University of, 
Immunological Study of 
Tumors W. J. Nungester 25,006 


Michigan State University . B. Tukey 
I. Absorption and Utili- 
zation of Radioactive 
Minerals Applied to 
the Leaves Plants 
Absorption and Utili 
zation of Ruthenium 
by Plants 
Leaching of Nutrients 
from Leaves of Plants 
Michigan State University G. W. Prescott 
An Investigation of the 
Ecological Factors Re 
lated to the Distribu 
tion of Algae in an 
Andean Transect at 
the Equator. 
Central Michigan College 
of Education L. L. Curry 
A Study of the Ecology 
and Taxonomy of 
Fresh-Water Midges 
(Tendipedidae: Dip 
tera) of Michigan 
with Special Refer- 
ence to Their Role in 
the “Turnover” of 
Radioactive Substances 
in the Hydrosol. 
Wayne State University A. J. Vorwald 
Summer Institute on 
Radiology for High 
School Science Teach- 
ers 


(Continued on Page 1476) 
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debilitated 


¢ elderly 

¢ diabetics 

¢ infants, especially prematures 
e those on corticoids 


« those who developed moniliasis on previous 
broad-spectrum therapy 


those on prolonged and/or 
high antibiotic dosage 


women—especially if pregnant or diabetic 


the best broad-spectrum antibiotic to use is 


MYSTECLIN-V 


Squibb Tetracycline Phosphate Complex (Sumy 


Capsules (250 mg./250,000 u.), bottles 
of 16 and 100. Half-Strength Capsules 
1 mg./125,000 u.), bottles of 16 
and 100. Suspension (125 mg./125,000 
u.), 2 oz. bottles. Pediatric Drops (100 








mg./100,000 u.), 10 cc. dropper bottles. 


SQUIBB 


Squibb Quality— 
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n) and Nystatin (Mycostatin 


the Priceless Ingredient 


Sumycin plus Mycostatin 


for practical purposes, Mysteclin-V is sodium-free 


for “built-in” safety, Mysteclin-V combines: 


1. Tetracycline phosphate complex (Sumycin) for superior 
initial tetracycline blood levels, assuring fast transport of 


adequate tetracycline to the infection site 


2. Mycostatin—the first safe antifungal antibiotic—for its 
specific antimonilial activity. Mycostatin protects 
many patients (see above) who are particularly prone to monilial 


complications when on broad-spectrum therapy. 


MYSTECLIN-V PREVENTS MONILIAL OVERGROWTH 





25 PATIENTS ON 25 PATIENTS ON 


TETRACYCLINE ALONE TETRACYCLINE PLUS MYCOSTATIN 
After seven days After seven days 
Before therapy of therapy Before therapy of therapy 
&$e@0 @ 


@ Scanty @ Heavy 


Childs, A. J.: British M. J. 1:660 1956 








Monilial overgrowth (rectal swab) None 
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A cholera epidemic has broken out in Nepal. This 
is the first such epidemic in over fifty years to strike 
this Himalaya mountain nation. The World Health 
Organization headquarters reports supplying 25,000 
doses of vaccine to help immunize the population. The 
cholera situation in Asia is the most serious in years 
Cases and deaths are twice as numerous as last year 
in India and East Pakistan. Cases also have been re- 
ported in Cambodia and Burma. 

Cumulative totals for 1958, as of July 31, are: 


Cases Deaths 
India 29,372 12,851 
East Pakistan 10,386 6,644 
Thailand 8,964 1,190 
Cambodia 3 0 
Burma 4 2 
Total 48.729 20,687 
* * > 


\ Regional Highway Safety Conference was held at 
the University of Michigan, August 6, 1958, at which 
the Governor reported that Michigan’s traffic fatality 
rate had been slashed nearly 50 per cent since 1955 
dropping from 7.1 to 4 fatalities per 100 million miles 
of travel. The three “E’s” of traffic safety, engineering 
education and enforcement—are credited with saving 
more than 1,000 lives in the state since 1955. Governor 
Williams said the state’s new road building program 
should reduce this rate even further in the future 
In addition, he suggested, the state might well increase 
appropriations for highway patrols and offer “more 
generous’ support for high school driver education 


programs. 


Construction of an Industrial Medicine and Hygiene 
Building, valued at $800,000, began August 18, at 
Wayne State University College of Medicine. Comple- 
tion of the building will be in the early spring of 
1959, according to Dr. Gordon H. Scott, dean of the 
College of Medicine. 

Radiation studies will be conducted on two specially 
designed and equipped floors of the four-story building 
Research to be conducted in the building will include 
study of atmospheric pollutants, including radioactive 
substances; vehicular health hazards as they may attend 
certain occupations. 

Arthur J. Vorwald, M.D., chairman of the Depart- 
ment of Industrial Medicine and Hygiene said that 
$1,500,000 in research projects now in progress neces- 
sitates prompt completion of the new building. The 
research is supported by funds from the Atomic Energy 
Commission and the U. S. Public Health Service. 

The most modern features for radiation safety con- 
trol have been incorporated in the building design. A 
special area for electronic instrumentation will be in- 
stalled thereby reducing background levels of radiation 
to a minimum. 

A laboratory for study of exhaust fumes will be on 
the first- floor with a special entrance for automobiles. 


(Continued on Page 1478) 
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Another floor will house experimental animals of varying 
species for a contrast study of effects of polluted and 
pure air 

Classes for training both undergraduate and graduate 
students in the radiobiologic sciences will be held in the 
new building. 


Six additional 
physicians who are just beginning their residency train- 
Ophthalmology have been the 
1958 winners of Fellowships provided by the Ophthal- 
mology Scholarship Fund of the Guild of Prescription 
Each Fellow will 
$1,800.00 paid in monthly stipends over the three years 


Training in Ophthalmology. young 


ing in announced as 


Opticians of American, Inc. receive 


of residency training. 

This year’s Fellowship recipients and the institution 
Rolfe A 
University of Min- 
Sanders, M.D. (Miami 
Memorial Hospital, Miami; 
Pinkerton, M.D. (Montreal 
Montreal General Montreal; Clemens A 
Struve, M.D. (Galveston, Texas) University of 
Hospitals, Galveston; Blaine S. Boyden, M.D. (Hawaii 
Presbyterian Hospital, New York City; Edward F 
Becker, M.D. (Lansdowne, Pennsylvania Jefferson 
Medical College Hospital, Philadelphia. 


in which each will serve his residency are: 
Becker, M.D. (Seattle, Washington) 
Minneapolis; Norman 
Jackson 
Hicks 

Hospital, 


nesota, 
Beach, 


Florida 


Ronald Maurice 


Texas 
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This number of 
recipients of Guild Fellowships. 
* * * 


brings to seventeen the present 


Postgraduate Course in Reconstructive Nasal Surgery. 

The department of otolaryngology of the College of 
Medical Evangelists and the department of otolaryngo- 
logy of the University of Southern California School 
of Medicine, Los Angeles, jointly will present an in- 
tensive postgraduate course in “Reconstructive Surgery 
of the Nasal Nasal 
at White Memorial Hospital, Los Angeles, in January, 
1959. 

The course will be under the guest direction of Dr 
Maurice H. the 
otolaryngology, Chicago Medical School, and with the 
Ses 


Septum and External Pyramid” 


Cottle, professor of department of 


co-operation of the American Rhinologic Society. 
and 
They 


be resumed Monday, January 12, and end at noon on 


sions will start Tuesday evening, January 6, con- 


tinue through Friday afternoon, January 9 will 
Friday, January 16, 

There will be lectures, surgical demonstrations, ana- 
tomical exercises, seminars, and case presentations. Spe- 
the 
and 
Dr. 
Los Angeles 53. 
* * * 


cial emphasis will be placed on newer concepts 


of nasal embryology, 
For further 


435 South Soto Street, 


anatomy, physiology 


information, write Leland House, 


A survey of the legal profession is planned for early 
fall by the the 


this Law Department of Americar 
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NEW styling 


for known standard 


To diabetics and their physicians, CLINITEST means rapid and reliable urine-sugar testing — 
standardized for accurate results every time. And now, the new streamlined model (No. 2105) 
gives your diabetics this standard test in the best looking, most efficient form. 


CLINITEST 


BRAND 


urine-sugar analysis set 


~~ 


. functional: full-view test tube os ANSER, 
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anes 


oe om 


refillable: takes either bottle 
of 36 or sealed-in-foil CLINITEST 
reagent tablets 


CVI aa 





attractive: two-tone, neutral 


gray plastic case 


Model No. 2105 CLINITEsST Urine- 
Sugar Analysis Set contains everything 
needed for accurate standardized 
testing: bottle of 36 CLINITEsT Reagent 
Tablets, test tube, unbreakable dropper. 
color scale—instruction sheet, analysis 
record, diabetic’s identification card 
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Medical Association on subjects of mutual interest to 
physicians and attorneys. Approximately 10,000 at 
torneys will be asked to respond to questions on inter- 
professional relations, medical professional liability, and 


expert medical testimony 


Ihe need for such a study is evidenced by the fact 
that as high as 80 per cent of all cases tried today 
require medical testimony, and that seven out of ten 
personal injury cases are decided on medical rather 
than legal considerations. It is incumbent upon the 
medical profession to be aware of the problems of 
attorneys and the role of medicine in the judicial 


It is hoped that this information can be used 


system 
to promote good working relations between physicians 


and attorneys 


Elevation of three medical scientists to professorships 
at Wayne State University is announced by Dr. Gordon 
H. Scott, Dean of the College of Medicine 


Dr. F. Gaynor Evans, Professor of Anatomy, has re- 
ceived high recognition for his studies on the structure 
and chemical composition of human bony tissue as re 
lated to its physical properties and mechanical behavior 
He has contributed more than thirty publications to 
scientific literature and written major sections in the 
Atlas of Human Anatomy, Simplified and Stress 
Strain in Bones. Dr. Evans graduated magna cum 
laude from Coe College, Cedar Rapids, Iowa, in 1931 
He received his M.A. and Ph.D. degrees from Columbia 
University in 1932 and 1939. From 1956 to 1957, Dr 
Evans spent a year in Italy as a Fulbright research 
scholar. He was acting editor of Human Biology in 
1957 and 1958 


Dr. Jacob E. 


is known for his study of brain damage as occasioned 


Chason, Professor of Neuropathology. 


by concussion and also his research on cerebral spinal 
fluids. He received his B.A. and M.D. degrees from 
the University of Michigan in 1937 and 1940. Dr 
Chason was pathologist at Wayne County General Hos- 
pital from 1948 to 1949; assistant pathologist, Veterans 
Administration Hospital, Dearborn, from 1949 to 1950 
and pathologist and director of laboratories at the VA 
Hospital until 1951. He was a Fellow in Neuropatho- 
logy at Mayo Clinic in.1952. Dr. Chason has authored 
fourteen publications for scientific journals. He joined 
the faculty of the College of Medicine in 1949 as 
Assistant Professor of Pathology. 


Dr. Joseph J. Pfiffner, Professor of Physiology and 
Pharmacology, is internationally known for his studies 
on the biochemistry of vitamins and hormones. For the 
past twenty-one years, he has been associated with 
Parke, Davis and Company. He has been their Labora- 
tory Director in bio-chemical research since 1951. Dr. 
Pfiffner received his B.S., M.S., and Ph.D. degrees from 


the State University of Iowa. His doctorate work was 
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in biochemistry with minors in pharmacology and 
chemistry. For ten years, Dr. Pfiffner held teaching 
and research appointments beginning at the State Uni- 


and Navy share responsibility with Surgeon General of 
U.S. Public Health Service in issuance of licenses for 
manufacturer of vaccines and other biologicals. Hence- 
forward the authority will rest solely with USPHS and 


its research arm, National Institutes of Health 


versity of Iowa and then Princeton University as As- ote 


sistant Professor. He was on the faculty of the College 
of Physicians and Surgeons, Columbia University for 
two years. 


Kurt Levin Memorial Award.—The University of 
Michigan Research Center for 
(RCGD) has been selected to receive the Kurt Levin 
Memorial Award of the Society for Psychological Study 


Group Dynamics 


* * * 


A five-year grant of $142,000 has been awarded the 
University of Michigan School of Public Health by the 
National Mental Health Institute, a school official has 
announced. Dr. Vlado A. Getting, Professor of Public 
Health Practice, explained that the money will be 
used for improving mental health teaching and research 
and will go partly toward hiring a full-time psychiatrist 


in the School of Public Health 


of Social Issues. 

The award has been presented annually since 1948 
“to a person or institution whose work has con- 
tributed most significantly . to one or more of the 
fields in which Kurt Levin worked.” Levin was an 
internationally famous psychologist and humanitarian 

The center is the second institution selected to re- 
ceive the award, the first being the Tavistock Institute 


of laid of Human Relations in London. The prize was pre- 
The International Fertility Association will hold its 
rhird World Conference at Amsterdam June 7-13, 1959. 


Application forms may be obtained from the Secretariat, 


sented during the annual meeting of the American 
Psychological Association (APA) in Washington, D. C., 
August 28-September 3. Dorwin Cartwright, director 
+ Sint Aginietensteraat, Amsterdam, C; The Nether- of the Center, delivered an address September | in 
lands. acceptance of the award. 

> * * * * * 


G. H. A. Clowes, Ph.D., who had a guiding hand in 


making available to the world’s diabetics the benefits 


Changed Responsibility for Vaccines and Biotics.— 
One of the inconspicuous, yet important, bills that just 
got under the wire was S.2006. It eliminates the now 
obsolete requirement that Surgeons General of Army 


of the great insulin discovery of Dr. Frederick Banting, 


died of a stroke Monday, August 25, 1958. He passed 
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away at his summer home in Woods Hole, Massachu- 
setts, just two days before his eighty-first birthday. Dr 
Clowes had been director of research at Eli Lilly and 
Company in 1921 and 1922 when the Lilly Research 
Laboratories co-operated with Dr. Banting, Charles H 
Best, and their associates at the University of Toronto 
in the purification, the stabilizing, and the testing of 
Insulin. The large-scale production process that was 
developed made possible the control and conquest of 
diabetes 
* * * 

Interns paying little heed to Pentagon call. Dange: 
signals are showing clearly and close for armed forces 
medical officer procurement Army, Navy and Ai 
Force together figure they'll need 1,000 replacements 
next July and, in addition, they want to fill 800 resi- 
dency billets. The 1958 graduating classes, whose mem- 
bers will complete a year’s internship training next June 
are the main source of supply. Approximately 5,400 of 
the ‘58 graduates have military obligations and are draft- 
vulnerable. Hence if one out of three volunteered and 
were accepted for residency deferment under the Berry 
plan (800) and active military duty at conclusion of 
internship (1,000 
filled 


Applicants decline 50 per cent. However, only 


Pentagon's requirements would be 


553 
forms have been returned to date expressing interest 
in military commissioning for residency deferment or 


early active duty This despite fact that deadline for 


umatic“‘itis’’ calls for 


3G-4-458 
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applications is only four weeks distant (Sept. 15 The 
responses are 50 per cent under figure for same stage in 
1957 And Defense Dept. officials note ominously that 
applications in mid-August of last year were only one- 
half of what they were on same date in 1956. As chances 
of being drafted dwindle, apathy to Defense Dept. in- 
ducements to young physicians has risen 

Unless there is a sharp upturn in applications in 
next 30 days, it would seem that armed services will 
be compelled to call upon Selective Service for doctor- 
draftees next spring. Hospitals might be hardest hit, 
since local draft boards prefer to put the finger on 


residents rather than pull doctors o 


it of private com- 
munity practice to serve 
* * * 





The International College of Surgeons id-Atlantic 





regional meeting, will be held at The Homstead. Hot 


Springs, Virginia, November 16-18, 1958. For informa- 
tion write Dr. Elbyrne G. Gill, 711 Jefferson Street 
South, Roanoke 13, Virginia 

The twenty-fourth annual Congress of the United 
States and Canadian Sections will be held at the Palmer 
House. Chicago, September 13-17 1959. For informa 
tion, write Dr. Ross T. McIntire, Executive Secretary 
International College of Surgeons, 1516 Lake Shore 
Drive, Chicago 10, Illinois 

* * + 


Harry M. Nelson, M.D., Detroit, Chairman of th 
Michigan Cancer Co-ordinating Committee and Past 





an State Medical Societ 
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President of the American Cancer Society, will address 
the Michigan State Dental Association at its annual 
session in Grand Rapids, April 22, 1959. Doctor Nelson’s 
topic will be “Progress in Cancer Control.” 
= = a 
The Northern Michigan Medical Society sponsored 
a conference on “Protecting the Health of the High 
School Athlete” in Petoskey on September 13. The 
program was set up for coaches and physical instructors 
Congratulations, Northern Michigan Medical Society, 
on this worthy project! 
= > > 
Nordson Pharmaceutical Laboratories, Inc., is the new 
name of the Nordmark Laboratories, located at 35 A 
Ellis Avenue, Irvington, New Jersey 
> * _ 
The American College of Chest Physicians announces 
a postgraduate course on “Diseases of the Chest” to 
be held at the Park Shelton Hotel, New York City, 
November 1-14, 1958. Tuition for the course is $100.00 
For details, write the Executive Director, 112 East Chest 
nut Street, Chicago 11, Illinois 
The College prize essay contest for 1959, open to un- 
dergraduate medical students throughout the world, is al- 
so announced. The contest, which closes April 15, 1959, 
offers three cash prizes for essays written on any phase 
of the diagnosis and treatment of chest diseases (cardio 
vascular or pulmonary). For further information, write 
the College at 112 East Chestnut Street, Chicago 11 
Illinois 


Czechs Curb M.D.s—The Czechoslovak Communist 
Government has decreed a ban on the private practice 
of medicine by doctors effective January 1, 1959 
Detroit Free Press, August 19, 1958. 

* a * 

Winifred C. Shepline, for many years auditor of the 
Michigan State Medical Society who retired in 1946 
to live in Hattiesburg, Mississippi, passed away on Sep- 
Miss Shepline 


was associated with the Society for ten years, beginning 


tember 8, 1958, after two years’ illness 


in 1936 
= * = 

A total of 1,806 physicians enrolled in brief refresher 
courses given at the University of Michigan Medical 
School during the 1957-58 school year, according to 
John M. Sheldon, M.D., Director of the Department 
of Postgraduate Medical Education Most enrolees 
came from Michigan and attended three-day to four-day 
courses for intensive reviews of the special fields of 
medicine 


* * * 


Earl Ingram Carr, M.D., Lansing, addressed the 
Northeastern Regional Conference, International Col 
lege of Surgeons, in Boston on July 3, 1958, using 
as his subject, “The Surgeon’s Role in Traffic Liabili- 
ties 


* * * 


Harold L. Fachnie, M.D., Detroit, represented the 


Michigan Cancer Co-ordinating Committee in a presen 
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tation on “Cytology” before the Mt. Pleasant Commun A Testimonial Dinner honoring MSMS President 
ity Hospital Staff on October 7, 1958. George W. Slagle, M.D., was sponsored by members of 
oe « the Calhoun County Medical Society on Tuesday, Sep- 
tember 9, in Battle Creek. Close to 200 doctors and 

The American Nurses’ Association and several stat their ladies attended the affair 


nurses associations have received inquiries regarding 
the American Registry of Doctors’ Nurses which has 
been soliciting membership through direct mail com- 
munications to doctors, nurses, and others in the health 
field. 


The ANA states that according to all available in 
formation, it appears that the organization is a com- 
mercial enterprise which is not recognized by profes- 
sional associations in the health field 





The office of the Attorney General of the State of 
Florida, in which state the organization has maintained Left to right) Drs. Hyland. Winslow. Slagle, Salton- 
a mailing address, has released an opinion that the stall and Foster. 


operation of the American Registry of Doctors’ Nurses 
Speakers of the evening included MSMS President- 


Elect G. B. Saltonstall, M.D., of Charlevoix; MSMS 
Treasurer W. A. Hyland, M.D., of Grand Rapids 
MSMS Secretary L. Fernald Foster, M.D., of Detroit 
and S. B. Winslow, M.D.. of Battle Creek. President of 


the Calhoun County Society 


was in conflict with, among other things, the law regu 
lating the practice of nursing in Florida. The organiza- 
tion then announced that it intended to discontinue 
its operation in Florida To date, ANA has had no 


reports of mailings from addresses in other states 


ANA also reports that the Certified Nurses Aides of MSMS Public Relations Counsel H. W. Brenneman 
America, a similar organization using the same mailing served as toastmaster JourRNAL Editor Wilfrid Haugh- 
address, also appears to be a commercial enterprise ey, M.D., of Battle Creek, presented an illuminated 
which is not approved by any recognized nursing or scroll to Doctor Slagle on behalf of the Calhoun County 
hospital organization Society 


FISCHER X-RAY, ULTRASONIC AND 
DIATHERMY UNITS ARE UNEXCELLED 
IN QUALITY AND PERFORMANCE 


There is no equipment higher in quality of material and 





"Multi-Service’’ X-Ray 


Space-saver" X-Ray 


Unit. 300, 200, 100 Ma. workmanship at the same price of H. G. Fischer & Co. Unit 
products. 200, 100, 75, 50, 30 Ma 
There is no equipment comparable in price to H. G. Fischer = = 
& Co. products that will give better performance and longer. <= VW 
satisfactory service. Sr | 
a 





Let us tell you about H. G. Fischer & Co. products before 
you invest. You will not be obligated and you will not be 
annoyed. 





A large crew of capable factory-trained representatives is 


Sertten’” “N-hen Unit. maintained in Michigan to give prompt service throughout Portable Ultrasonic 
300, 200, 100 Ma. the State. Type Approved. 
e 


H. G. FISCHER & CO. 
OF DETROIT 


H. M. Berry J. N. Griffith 
M. V. Scudder L. H. Wolfe 


21406 Fenkell Ave., Detroit 23, Michigan 





Short Wave Diathermy 


"Spacesaver™ Phone: KE 7-4140 Unit. F.C.C. Type 
Fiuoroscope Approved 
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Protection against loss of income from 
accident and sickness as well as hospital 
expense benefits for you and all your 
eligible dependents. 


ALL PHYSICIANS ALL 


DENTISTS 
COME Froe 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 


OMAHA 31, NEBRASKA 
Since 1902 


Hendsome Professional Appointment Book sent to 
upon request 








Walpractice Prophglaris 


Maintaining 
Unimpeachable 
Records 


Specialized Serwice 
makes our daclor safer 


rut 
MEDICAL PROTECTIVE COMPANY 


Fort Wayne, INDIANA 


Professional Protection Exclusively 


since 1899 


DETROIT Office 


George A. Triplett and Richard K. Wind 
Representatives 


2405 West McNichols Road 
Telephone University 2-8064 
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SOCIAL SECURITY PROGRAM EXPANSION 

New studies are being undertaken by the Chamber 
to deal with the next big pushes in the Social Security 
program—hospitalization and medical care for the aged 
and much bigger old age cash benefits 

Legislation passed this year will cost you (and also 
the employe) up to $120 per employe next year and 
$216 by 1969 ($324 if you are self-employed) even 
if benefits are not increased again as usual in future 
election years. 

One study will cover means whereby better health 
care can be made available to retired and other aged 
persons 

Efforts to branch out into a compulsory national health 
insurance program were contained in a bill by Rep 
Forand (D.-R.I.) which was strongly pushed but failed 
this year. The drive almost certainly will be resumed 
even though no positive case has yet been made that 
aged persons are not receiving the hospital and medical 
care they need 

It is equally certain that legislation to increase the 
pensions and retirement tax of railroad workers, and 
to allow part of the tax to be deducted from their 
taxable income, will be revived This would serve 
as a precedent for deductibility of social tax payments 
an objective that holds grave implications for the whole 
federal tax system The Chamber is endeavoring to 
meet this threat at its source. It has pointed out to 
Congress that railroad retirement benefits are tax-free 
and if the money that goes into the fund is also tax 
free, the railroad workers will be avoiding their fair 
share of the income tax burden 

Behind the pressures there lies a basic problem with 
Shall the 
original concept of Social Security be preserved? Shall 


which business men will soon be confronted 


benefits remain a “floor of protection” to prevent want 
upon which the individual can—and is expected to 
build his own additional security? Or shall there be 
new concept of making Social Security benefits 
enough to live on comfortably? Shall government 
the whole job?—Washington Report of Chamber 
Commerce of U. S., September 5, 1958 


M.D. LOCATIONS 


Placed by Michigan Health Council through August 
31, 1958: Arthur Benetti, M.D., Wakefield: Raymond 
L. Sutton, M.D., East Tawas: Harvey H. Brinkman. 
M.D., East Tawas; Alvin J. Ratzlaff, M.D., Mt. Pleas- 
ant; Frank F. White, M.D., Goodrich; Osvaldas Nakas, 
M.D., Cassopolis. 

Assisted by Michigan Health Council: Leo P. Lind- 
quist, M.D., Marquette 


* * 


Medical Television Shows produced by Michigar 
Health Council in August, include the following: 
August 3—‘‘Reach for Tomorrow” (Film 

August 11—‘“Safety” (Film—‘A Closed Book’’ 
August 17—‘‘Medical Research” (Film 

August 2: 
Film 


August 31—“Hip Pinning” (Film 


“Radioactive Diagnosis and Treatment” 
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Director, School of Puericulture, 
"Ss Medicine, University of Paris; Dr 
THE DOCTOR'S LIBRARY ee eee oe dee 
Clinic, Royal Caroline Institute 
tull’s Hosp Stockholm. Bostor 
Acknowledgments of all books received will be made in this column : , ; > 
and this will be deemed by us as full compensation to those le, Brown and Company. Price, 
sending them. A selection will be made for review, as expedient. 





THE ATOMIC AGE AND OUR BIOLOGICAL FU- 
BOOKS RECEIVED hee yg toegestaan 
CLINICAL USE OF RADIOISOTOPES. By William PRACTITIONER'S ( ONFEREN( ES Held 
H. Beierwaltes, M.D., Associate Professor of Internal York Hospital-Cornell Medical Cente 
Medicine and Co-ordinator, Clinical Radioisotope Edited by Claude E. Forkner. MD.. F.A. 
Unit, University Hospital, Ann Arbor; Philip C. John- ane of Citmlenl. Mathicme:. Coenell Universi 
son, M.D., Assistant Professor of Internal Medicine College: Attending Physician. The New 
and Chief, Radioisotope Unit, Veterans Administra- pital: Consultant in Medicine (Hematol 
tion Hospital, University of Oklahoma Medical School, velt Hospital: Consultant in Internal Med 
Oklahoma City; Arthur J. Solari, B.S.. M.S., (Phy Vet terans Administration Hospital. New Yo 
Sics Instructor in Radiation Physics Department ot n-Cer rv-Crofts Inc Price $675 
Radiology, Radiation Physicist for Clinical Radioiso- 
tope Unit and Kresge Research Isotope Unit, Univer VEGETABLE OILS IN NI 
sity Hospital, Ann Arbor. Illustrated. Philadelphi 
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Londor W. B. Saunders Company, 1957. Price 
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By Sol Roy Rosenthal, M.D Ph.D., Direc tor, Ir 


stitution for Tuberculosis Research of the University 


of Illinois Medical Director, Research Foundatior CLINICAL TOXOLOGY 
Director Tuberculosis Prevention Research of the UCTS. Ac e and Farr By Mar 
Chicago Municipal Tuberculosis Sanitarium; Asso« n N. Gleason, Research Assistant in Pharma 
ate Professor, Preventive Medicine, University of 1001 of Medicine and Dentistry, The University 
Illinois College of Medicine With Sections by Dr ) Rochester Rocheste1 

Camille Guerin, Honorary Chief of Servic: 
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, Institut lin, M.D., Ph rofessor of rt logy. Dart- 
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TARCOR TIN .... 


Hydrocortisone 0.5% and Speciai Cwal Tar Extract 5% 
(TARBONIS®) in a greaseiess, stainiess vanishing cream base 


| ' 


EQ) "LAR GOR TION cicccacr ll 


. 
Hydrocortisone 0.5%, Neomycin 0.35% (as Sulfate) and Special 
Coal Tar Extract 5% (TARBONIS) in an omtment base 





NEW! TARCORTIN LOTION 
excellent for tesions of head and hands 
-SUPPLIED: plastic squeeze bottles, 4% oz. 
hemes REED & CARNRICK / Jersey City 6, New Jersey 
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Plainwell 


Sanitarium 
PLAINWELL, MICHIGAN 
Member American Hospital Association 
EDWIN M. WILLIAMSON, M.D. 
Psychiatrist-in-Chief 
Professional care for the nervous 
and mentally ill. 
Telephone MUrray 5-8441 


Restful Six-acre Estate Overlooking the Kalamazoo River 





Harold C. Hodge. Ph.D., D.Sc., Professor of Pharm- 
acology and Toxicology, School of Medicine and 
Dentistry, University of Rochester, Rochester, ae 
Baltimore: The Williams & Wilkins Co., 1957. Price, 
$16.00 


ALCOHOLISM. A Treatment Guide For General Prac- 
titioners. By Donald W. Hewitt, M.D. Philadelphia 
Lea & Febiger, 1957. Price, $3.00 


THE STUDENT LIFE. The Philosophy of Sir Wil- 
liam Osler. Edited by Richard E. Verney, M.B., 
F.R.C.P.E., D.R., Physician in Charge, Department 
of Student Health, University of Edinburgh, and 
Nurses’ Health Service, the Royal Infirmary of Edin- 
burgh. With Forewords by John Bruce, C.B.E., T.D.., 
M.B., Ch.B., F.R.C.S. Ed., Regius Professor of Clini- 
cal Surgery, University of Edinburgh and Alec H 
Macklin, O.B.E., M.C., T.D., M.D. Physician, Student 
Health Service, University of Aberdeen. Edinburgh 
and London: E. & S. Livingstone, Ltd., 1957. Price, 
$4.00. 


MOSES BEN MAIMON (MAIMONIDES) THE PRE- 
SERVATION OF YOUTH. Essays on Health. Trans- 
lated from the Original Arabic (Fi Tadbir As-Sihha), 
with an Introduction by Hirsch L. Gordon, M.D.., 
Ph.D., D.H.L. New York: Philosophical Library 


Price, $2.75. 


THE NEW FRONTIERS OF AGEING. Edited by 
Wilma Donahue and Clark Tibbitts. Ann Arbor: The 
University of Michigan Press. Price, $5.00. 


PRACTICAL ELECTROCARDIOLOGY. By Henry 
J. L. Marriott, M.D., Associate Professor of Medicine, 
University of Maryland; Chief, Electrocardiograph 
Department, Mercy Hospital, Baltimore. Illustrated by 


Marcie Ethridge Perry. Second Edition. Baltimore 
The Williams and Wilkins Company, 1957. Price, 
$5.00. 


CLINICAL ORTHOPAEDICS. Anthony De Palma, 
Editor-in-Chief. With the Assistance of the Associate 
Editors, The Board of Advisory Editors, The Board 
of Corresponding Editors, Number Nine, Spring, 1957. 
Philadelphia and Montreal: J. B. Lippincott Com- 
pany. Price, $7.50. 


CIBA FOUNDATION COLLOQUIA ON ENDOCRIN- 
OLOGY. Volume 10. Regulation and Mode of Action 
of Thyroid Hormones. Editors for the Ciba Founda- 
tion: G. E. W. Wolstenholme, O.B.E.. M.A., M.B., 
B.Ch. and Elaine C. P. Miller, A.H., W.C., A.R.I.C 
124 illustrations. Boston: Little, Brown & Company 
Price, $8.50. 


CIBA FOUNDATION SYMPOSIUM ON THE 
CHEMISTRY AND BIOLOGY OF PURINES. Edi- 
tors for the Ciba Foundation: G. E. W. Wolstenholme, 
O.B.E., M.A., M.B., B.Ch. and Cecilia M. O’Connor, 
B.Sc. 124 illustrations and structural formulae. Bos- 
ton: Little, Brown and Company. Price, $9.00 


FLUID AND ELECTROLYTES IN PRACTICE. By 
Harry Statland, M.D., Associate in Medicine, Uni- 
versity of Kansas School of Medicine, Chief, Division 
of Internal Medicine, Menorah Medical Center. Kan- 
sas City, Missouri. Second Edition, Philadelphia and 
Montreal: J. B. Lippincott Company. Price, $6.00 


PAMPHLET RECEIVED 


STANDARDS FOR A BLOOD TRANSFUSION 
SERVICE. First Edition, 1958. Prepared jointly by 
Scientific Committee Of The Joint Blood Council, 





ANNUAL 


Lectures 





CLINICAL 
CHICAGO MEDICAL SOCIETY 


March 2, 3, 4 and 5, 1959 


Palmer House, Chicago 


Teaching Demonstrations 


Medical Color Telecasts 


The CHICAGO MEDICAL SOCIETY ANNUAL CLINICAL CONFERENCE should be a MUST on the 
calendar of every physician. Plan now to attend and make your reservation at the Palmer House 


CONFERENCE 
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The purity, the 
wholesomeness, 
the quality of 
Coca-Cola as 
refreshment has helped 
make Coke the 
best-loved sparkling 
drink in all the world. 


SIGN OF GOOD TASTE 


Inc. and Standards Committee of the American As- 

sociation of Blood Banks. Inquiries concerning this 

publication should be addressed to: Joint Blood Coun- ‘ 

cil, Inc., Chairman, Scientific Committee, 1832 M ee 

Street, N.W., Washington 6, D. C. or American detail how 

Association of Blood Banks, Chairman, Standards changing 

Committee, 30 North Michigan Ave., Chicago 2, who ha 

Illinois ; 

once 
tell 

HOW TO LIVE WITH DIABETES. By Henry Dol- 

ger, M.D., Chief, Diabetes Clinic, Mt. Sinai Hospital, 

New York, and Bernard Seeman. Complimentary copy 

presented by The Upjohn Company, Kalamazoo, Mi- 

chigan. 188 pages. New York: W. W. Norton & 

Company, Inc., 1958. Price, $3.50 

Dr. Dolger and his science writers have given us an 
intensely interesting and well-written text on “How to 
Live with Diabetes They explain the theories, the HEALTHFUL SCHOOL LIVING 
actions and reactions, the treatment, the danger, the , mittee on Health Prob 
insulin shock, the diabetic coma. They detail how to if the al Education Associat 
an Medical Associatior wit! 


sul 


anticipate these reactions by careful study and watching 


contributors and 

and knowing. They tell of the strict advisability of th 
7 S : wining : i son, M.D., Professor of 
family and associate understanding that the individual Yale University. 3 : 
is diabetic that he is taking insulin or other drugs cation Association 
10452 > es 1 
and that any untoward and unusual actions and symp 1958. Price, $5.00 


toms might be a reaction from his disease condition This is the third book relating 


which needs immediate attention They picture the has been published co-operatviely 
f 


the middle aged, the ganizations. The philosophy of 


of all agen 


young child, the young adult, book seen 
older aged, with the different types the working together 


adolescent and the person! 
the improvement of health practi 


‘ y f 
\ concept of 


of diabetes that each one has 
They stress throughout the book, the advisability Chapter 
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COMMUNICATIONS 


Healthful School 
Living cannot be separated from Health Services and 
Health Education 


sets the tempo for the whole book 


This chapter not only is a good 
discussion of the interrelationship of these three terms, 
but also points out the importance of school facilities, 
teaching personnel and methods, organization of the 
school, pupil program, community responsibility, etc., 
as related to the health of the child as he lives and 
learns at school. 


Chapter 14, “Administering to Assure Healthful 
School Living,” is a very good chapter in that it dis- 
cusses many of the problems (and offers suggestions 
involved in running a school system in such a manner 
as to make for more healthful living. Some of the 
items included are: Administrative Responsibilities, Sug 
gested Policies, Budget for Health, Teamwork at Local 
and State Level, Working with the Volunteer Health 
agencies, Local Physicians, and Health Councils 

The intervening thirteen chapters are a detailed dis 
cussion of the usual factors relating to child health 
Heating, Lighting, School Lunch, Safety, Water Supply, 
et cetera. 

Appendix B, “Appraising Healthful School Living, 
is very good. The list of references at the end of 
each chapter plus Appendix C (Other Publications 
adds greatly to the value of this book as a complete 
reference for anyone concerned with the health of the 
school age child. 

C.H 





Classified Advertising 


$2.50 per insertion of fifty words or less, with an 
additional five cents per word in excess of fifty. 
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Dear Dr. Haughey: 


I am sure you realize that the training of young minds 
is one of the most powerful forces known to civiliza- 
tion 


For the thirteenth year, the Association of American 
Physicians and Surgeons is sponsoring an Annual Essay 
Contest for High School Students. This is an effort, 
and a potent one, to inform our high school students, 
their teachers, and parents of America’s incomparable 
system of free enterprise of which the private practice 
of medicine is an extremely important part. 


We earnestly solicit your co-operation in having the 
Michigan State Medical Society sponsor this contest 
for the coming year. 

Respectfully yours, 

Rose E. Herroip, M.D 

State Chairman 

AAPS Essay Contest Committee 


Detroit Michigan 
August 26, 1958 


(Excerpt from a letter to Wm. L. LeFevre, M.D., who 
selected the material for the Diabetes number. 
I enjoyed reading THE JourNat of the Michigan State 
Medical Society. It is an amazing publication and is 
the best balanced state medical journal I have seen 
Leo P. Krati_, M.D 
Joslin Clinic 
Boston, Massachusetts 


PHYSICIANS for mental hospital located in Michigan’s 
magnificent Upper Peninsula. Hospital has service 
for both mentally ill and mentally retarded patients. 
Salary range from $9,980 to $15,159 depending upon 
qualifications. Some housing available. All Michigan 
Civil Service benefits. Contact T. W. Thompson, 
M.D., Medical Supt., Newberry State Hospital, New- 
berry, Michigan. 


WANTED: Young or middle-aged physician or recent 
graduated intern. For 40-hour work week, starting 
immediately or commitment for future date. For an 
exclusive Northwest Detroit practice. $12,000 a year 
guarantee plus percentage of net and chance for part 
of practice with no investment if satisfied. Write Box 
14, 606 Townsend Street, Lansing 15, Michigan. 


WANTED: 


general practice in city of 200,000 population in 


Physician to take over well-established 


Northeast Michigan Ideally located in growing 
suburban area. Modern, fully equipped office on 
ground floor. Will rent or sell on terms. Write Box 
13, 606 Townsend Street, Lansing 15, Michigan 


PSYCHIATRY  RESIDENCY—TRAVERSE CITY, 
MICHIGAN. Balanced didactic and clinical training 
in flexible program. Salary range: First to fifth 
year $6,493, $7,642, $9,250, $9,688, $10,544. Ap- 
pointments available January and July, 1959. Write 
Dr. Curtis W. Page, Director of Training, Traverse 
City State Hospital, Traverse City, Michigan 


BSTETRICS AND GYNECOLOGY Approved three- 
year residency available July 1, 1959. Open to gradu- 
ates from approved medical school and approved 
internship, or others holding a temporary or per- 
manent Michigan medical license. Salary $4,800 to 
$5,640. Uniforms furnished. Room available for 
single residents. Apply to Administrator, Crittenton 
General Hospital, 1,550 Tuxedo, Detroit 6, Michigan 


/ANTED: Generalist or Specialist to share expenses, 
with General Practitioner, of new building being 
erected on east side of Detroit. Write Box 15, 606 
Townsend Street, Lansing, Michigan 
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MERCYWOOD SANITARIUM 


Conduc ted by Sisters of Mere j 


Treatment for Emotional and Mental Disorders 


Medical Staff JACKSON ROAD 


David C. English, M.D 


Robert J. Bahra, M.D Stuart M. Gould, Jr., M.D ANN ARBOR, MICHIGAN 
Dean P. Carron, M.D Leonard E. Himier, M.D 
Francis M. Daignault, M.D. Stephen C. Mason, M.D. NOrmandy 3-857] 
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.@ ee | Treating alcoholism and other problems of addiction. 
INSTITUTE REGISTERED BY THE AMERICAN MEDICAL ASSOCIATION 


. MEMBER AMERICAN HOSPITAL ASSOCIATION. 
DWIGHT, ILLINOIS 
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of all the State Flowers 
there is none more delightful than 


MICHIGAN S APPLE BLOSSOM 





of all Calcium preparations 


there is none better Assimilated than 


MARIONS OYSTER SHELL 


In Four Combinations with Vitamins and Iron 
| No Leg Cramps 
| More Ionized Blood Calcium 
| Fewer Secondary Anemia Problems 
| Better Tolerated Iron Therapy 
| Economical Medication 


Individualize Your Patient! 


OS-CAL 


Oyster Shell Calcium 
Natural Trace Minerals 
Vitamin D 


OS-VIM 


Oyster Shell Calcium 
B-Complex 
Vitamins A-D-C-E 


DOSAGE: | tab. t.i.d Natural Trace Minerals 
& Ferrous Sulfate 


DOSAGE: | tab. t.i.d. 





Sencegees SST | 


OS-fe-CAL | OS-feo-VIM 


Therapeutic Iron Therapeutic Iron 

Oyster Shell Calcium : Oyster Shell Calcium 
Vitamin D Vitamins A-D-C-B6 and K 
Natural Trace Minerals Natural Trace Minerals 


DOSAGE: | tab. t.i.d % DOSAGE: | tab. daily 


note low dosages! 


A | LABORATORIES, Ine. 
2910 Grand Ave. ° Kansas City, Missouri 


*HARDY, J. A.: Obstet. & Gynec. (Nov., 1956) 
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Many such hypertensives 


have been on 


for three years 
and more 


for Rauwiloid IS better tolerated... 
“alseroxylon {Rauwiloid!) is an anti- 
hypertensive agent of equal therapeutic 
efficacy to reserpine in the treatment 
of hypertension, but with significantly 
less toxicity.” 


No Tolerance Development 
Lower Incidence of Depression 


Rauwitloid <s ‘: 


ALSEROXYLON, 2 MG. one tablet suffices 
For gratifying Rauwolfia response 
virtually free from side actions 
Riker 


NORTHRIDGE, 
CAUFORNIA 


When more potent drugs are needed, prescribe 


olseroxylon 1 mg. ond clkovervir 3 mg. 
for moderate to severe hypertension. 
Initial dose 1 tablet t.i.d., p.c. 


clseroxylon 1 mg. and hexamethonium chioride dihydrate 250 mg. 
in severe, otherwise intractable hypertension. 
Initial dose 4 tablet q.i.d. 


Both combinations in convenient single-tablet form. 








Compazine 


nausea and vomiting 
—from virtually any cause 


e in pregnancy— pre- and postoperative states— 
gastroenteritis—alcoholismi—cancer and chronic 


d iscases 


control is achieved with low dosage—usually 


15 to 20 mg. daily—and often within a halt 





hour after the first oral dose 


‘Compazine’ is remarkable for its freedom from drowsiness. Patients 


carry on normal activities and often experience an actu il alerting ettect. 


. for immediate control of severe vomiting: 


Ampuls, 2 cc. (5 mg./cc.) 
smile ; te —always carry one in your bag 
NEW? Multiple dose vials, ‘ ; . 


10 cc. (5 ing. cc.) & 
Also available: 
Tablets, 5, 10 and 25 mg., in bottles of 50 and soo. 
Spansule* capsules, 10, 15 and 30 mg., in bottles of 30 and 250. 
Suppositories, § and 25 mg., in boxes of 6. 
Syrup, 5 mg./teaspoonful (5 cc.), in 4 fl. oz. lightproof bottles. 
a oe —" ° 7 . 
Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off S.K EF 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, $.K.B, 





